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of glaucoma.* 


comfortable... 
free of 
annoying 


side effects. 


effective... 

in 17 of 
every 

20 patients. 
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(Dicyclomine) Hydrochloride 


BENTYL acts swiftly to stop spasm, relieve 
pain. Dual antispasmodic action does it. 
G.I. smooth muscle is directly relaxed... para- 
sympathetic nerve impulses are selectively 


blocked. 


BENTYL surpasses atropine in efficacy,’ yet 
avoids the side effects.'? Blurred vision, dry 
mouth, tachycardia, urinary retention are absent. 


BENTYL does not dilate the pupil nor raise intra- 
ocular pressure and has been proved safe...even 
in the presence of glaucoma.’ 


*Over one-million persons past 40 have glaucoma 
—a major cause of blindness. Incidence increases 
rapidly with age. Antispasmodics with ocular side 
effects can induce glaucoma attacks. BENTYL has 
been proved safe. 


1. Chamberlin, D. T.: Gastroenterology 17.224. 2. Hufford, A. R..: 


for — Am. J. Digest. Dis. 19:257. 3. Cholst, M., Goodstem, S., Berens, C 
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SIMPLIFIES, MAINTAINS CONTROL OF 
FUNCTIONAL UTERINE BLEEDING 


November 1959 


The reliable progestational activity of Enovid 
has been found highly valuable in controlling 
such uterine dysfunctions'* as amenorrhea, 
menorrhagia and metrorrhagia. By stimulating 
and supporting the endometrium, Enovid es- 
tablishes the regular proliferative, secretory 
and, on withdrawal, menstrual phases of the 
uterine cycle. 


MENORRHAGIA OR METRORRHAGIA—Two 
10-mg. tablets of Enovid will usually sharply 
decrease or arrest profuse anovulatory bleed- 
ing? within twenty-four to forty-eight hours. 
The daily dosage of 20 mg. can frequently be 
reduced to 10 mg. after seven to ten days. 
Courses of treatment should be repeated from 
day 5 to day 25 of three consecutive cycles 
and then withdrawn to determine whether the 
menstrual cycle has returned to normal. 
Enovid (brand of norethynodrel with ethy- 
nylestradiol 3-metiy! ether) is supplied in un- 
coated, scored tablets of 10 mg. each. 


SEARLE «co. 
Research in the Service of Medicine 
CHICAGO 80, ILLINOIS 


1. Kistner, R. W.: Conservative Treatment of Endometriosis, 
Postgrad. Med. 24:505 (Nov.) 1958. 2. Southam, A. L.: Sym- 
posium on Enovid: Clinical Application of Enovid and Other 
Progestational Agents in Control of Menstrual Disorders, Chi- 
cago, Searle Research Laboratories, 1959, pp. 11-14. 3. Roland, 
M.: Effects of Norethynodrel on the Human Endometrium, Ann. 
New York Acad. Sc. 71:638 (July 30) 1958. 4. Kupperman, H. 
S., and Epstein, J. A.: A Symposium on 19-Nor Progestational 
Steroids: Gonadotropic-inhibiting and Uterotropic Effects of 
Enovid, Chicago, Searle Research Laboratories, 1957, pp. 32- 
45. 5. Weinberg, C. H.: Symposium on Enovid: Enovid for Re- 
lief of Dysmenorrhea and Control of Dysfunctional Bleeding and 
Endometriosis, Chicago, Searle Research Laboratories, 1959, 
pp. 19-24. 6. Greenblatt, R. B.: Symposium on Enovid: Pro- 
gest and Progestins: Their Limitati and Comp ive 
Valves, Chicago, Searle Research Laboratories, 1959, pp. 4-10, 


Normal late secretory phase of the 
endometrium. By establishing such 
a progestational phase, Enovid be- 
comes highly useful in managing 
uterine dysfunctions. 
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The American Academy of General Practice iz a 
national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy’s 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid ai Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1959 by the American Academy of 
General Practice. 


SCIENTIFIC ARTICLES 


Herpes Simplex Keratitis 
Dan M. Gordon, M.D. 
Herpes simplex produces a corneal lesion that can be easily diag- 
nosed with the aid of fluoroscein dyes and a magnifying glass. 


Respiratory Stimulants 
John Adriani, M.D. 


The author describes the select cases in which specific respiratory 
stimulants are of benefit. Various stimulants are thoroughly 
evaluated. 


Drug Evaluation in General Practice 
James E. Reeves, M.D. 
Clinical studies help the doctor, his patient and the manufacturer. 


Depressive Episodes 
Rosser P. Atkinson, M.D. 


Depressive episodes often destroy bodily integrity and place intense 
demands on the physical structure. They are often disguised as 
somatic disorders. 


Subcutaneous ee of the Breast and 
Chest Wall 


Leon C. Hamrick, M.D. 
The author presents a brief review of a little-known syndrome. 


Anticoagulant Therapy 


W. W. Coon, M.D., P. W. Willis, III, M.D. mae. F. Duff, M.D. 
Use of anticoagulants for prevention and treatment of intravascular 
thrombosis and embolism is discussed, with emphasis on indications 
and contraindications and the hazards involved. 


Simplified Measurement of hv yang Function in 
Office Practice 
L. P. Carmichael, M.D. 
A simple, inexpensive piece of equipment helps the doctor evaluate 
the patient’s response to therapy. 


Catch as Catch Can Hypnosis 
J. B. Deisher, M.D. 


Light hypnotic trances are easy to induce and aid in the treatment 
of acute trauma. 


Clinical Significance of Hyperglobulinemia 
Hyman J. Zimmerman, M.D., Michael West, M.D. and 
Donald M. Gelb, M.D. 
Routine laboratory plasma protein determinations are clinically 
useful even though they fail to separate protein fractions com- 
pletely. 


Trends in Medicine: Ancient and Modern 


E. Perry McCullagh, M.D. 
A philosophic discussion of medical achievements and a forecast of 
probable trends. 
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Spastic Hemiplegia: Etiology and Early Diagnosis . 
Eric Denhoff, M.D. and Raymond H. Holden, M.D. 


A detailed analysis of 117 cases show anoxia and trauma to be 
common etiologic factors. 


Practical Therapeutics: 


Treatment of Eczematous Eruptions of the Hands. 
George M. Lewis, M.D. and Mark R. Marciano, M.D. 
An approach via etiologic diagnosis, elimination or prevention of 
causative factors, application of gentle, symptomatic treatment. 


Eosinophilic Granuloma of the Lung. 
Sol Katz, M.D. 


Watch for... 


SPECIAL FEATURES these and other timely and informative ar- 


A Family Doctor Answers Forand . ... . ticles scheduled to appear in coming issues. 
R. B. Robins, M.D. 


: : Alcohol in Clinical Medicine. MATTHEW J. 


Henry F. Howe, M.D. . MARIE O’BRIEN, M.D. Despite conflicting 

2 a sentiments, alcohol is absolutely contraindi- 

Negligence and Malpractice . . . .. . . cated only in cases of alcoholism. It has a 
Howard Newcomb Morse, LL.B. definite sedative effect. 


Nicotinic Acid and Cholesterol Metabolism. 


RuDLOF ALTSCHUL, M.D. In large doses, nico- 
DEPARTMENTS tinic acid effectively lowers the serum choles- 


Executive Director’s Newsletter . terol level. 


The Medical Protection of Travelers. B. H. 
et Ss KEAN, M.D. The urge to travel may be safely 
indulged but only with an eye to medical and 
Personalities . 
Allergic Cystitis: The Cause of Nocturnal Enu- 
resis, which can cause hostility and aberrant 
Therapeutics. . ... =. personality traits, is traced to food allergies. 


Tipsfrom Other Journals. The Diagnosis and Treatment of Malabsorptive 
States. D. H. LAw, M.D.,.G. D. BENSON, M.D. 
AND M. H. SLEISENGER, M.D. Although many 
clinical signs characterize impaired absorption, 
Information Please. . ; precise study is required. Rational treatment 


a can be directed toward specific physiologic 
Practitioner’s Bookshelf . defects. 


News . Fatigue. Tuomas F. KELIHER, M.D. A variety of 
An Academy Officer’s Profile . . . Special Symposium and SOC central nervous enzyme systems regulate fa- 
Insert . . . Trends and Events in the Nation’s Capital . . . News tigue. Emotional factors play an important 
from the State Chapters . . . Assembly News role. 


AMA Washington Report. ..... . .. .. A Method of Light General Anesthesia with 
Rapid Induction and Recovery. Louis JOEL 
mex FEIT, M.D. A description of the use of thia- 


mylal, particularly for procedures in which the 
patient's assistance is desired. 


Bloodless Measurement of Venous Pressure. 
GP November 1959 J. H. VERHAVE, M.D. A description of a simple 
technique for measurement of central venous 
pressure by means of observation of the jugular 
veins. 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


“* There is perhaps no other drug introduced in 
recent years which has had such a broad spec-. 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component.99 


Krantz, J. C., Jr.: The restless 
patient — A psychologic and 
pharmacologic viewpoint. 
Current M. Digest 


. the original meprobamate, discovered and introduced by 
WW) WALLACE LABORATORIES, New Brunswick, N. J. 


aa 
PR 
AD 
Ca 
15 
Ri 
15: 
Di 
; 26 
Ds 
co 
Ne 
25:68, Feb. 1958. 
4 A 


PUBLISHER 
Mac F. Cahal 


PUBLICATION COMMITTEE 
Daniel M. Rogers, M.D., Chairman 
Marjorie E. Conrad, M.D. 

Samuel A. Garlan, M.D. 

John C. Ely, M.D. 

Charles G. Bryant, M.D. 

Albert E. Ritt, m.p. 


EDITORIAL STAFF 
Arthur C. DeGraff, m.p., Medical Editor 
Walter H. Kemp, Managing Editor 
Associate Medical Editors 
Sol Katz, M.D. 
John Rose, M.D. 
Medical Art Consultant 
Biagio Melloni 
Editorial Assistants 
Cleo Norris 
Lois Lamme 
Marilyn Benson 


ASSISTANT PUBLISHER 
M. G. Hermetet 


PRODUCTION MANAGER 
F. Roy Anderson 


ADVERTISING 

Carl L. Goullaud, Sales Manager 

15 Orient Way, Rutherford, New Jersey 

Richard F. Knott, Midwest Representative 

7530 North Sheridan Road, Chicago 26, Illinois 
Dillenbeck-Galavan, Inc., Western Representative 

266 South Alexandria Avenue, Los Angeles 4, California 


Dale Wharton, Advertising Manager 


COMPTROLLER 
Norman P. Allen 


=< 


Articles for publication and all related correspondence and materials should 
be addressed to the Editorial Department, GP, Volker Boulevard at Brook- 
side, Kansas City 12, Missouri. 


GP November 1959 


Publisher’s Memo 


Ethical and Otherwise 


BACK in grade school we shuddered when the 
classroom wag ran raw fingernails down the black- 
board. Today we get the same reaction when 
someone mentions an “ethical” drug. What, pray 
tell, is an “ethical’’ drug? Are all other drugs per- 
force unethical? Or is there a twilight zone, extant 
only to shelter those drugs that are neither mor- 
ally delinquent nor delightfully virtuous? 

We are not without some slight knowledge of 
semantics and being thus possessed, we are pa- 
tient with our English-speaking brethren who 
tend to distort dictionary definitions. For ex- 
ample, we have sat in somber silence on hearing 
the word “livid” used as a synonym for “‘red with 
rage.’”’ After all, none of us are perfect. 

But we do rebel when any group, ethnic or 
otherwise, fingers an innocent, well-meaning word 
and insists that it assume all the tribulations that 
accompany a totally new meaning. Furthermore, 
what is an “ethical drug’’ to the goose is some- 
thing else to the gander. We hear it defined as (1) 
a drug advertised only to members of the medical 
profession and (2) a drug that requires a pre- 
scription. These are not mutually exclusive. A 
product can be both, either or neither. It’s all 
very confusing. 

We will agree that pharmaceutical advertising 
may be ethical (under the first definition above) 
but that’s as pointless as saying that a product’s 
good because the ad is pretty. Let’s not confuse 
advertising and the product advertised. 

Nowhere in this memo is there any suggestion 
that “ethical” products be advertised in con- 
sumer publications. We would oppose this sales 
promotion policy. Our only plea is to stop call- 
ing drug products “ethical.” There must be a 
better, more meaningful term. Why not “profes- 
sional’’ drugs—in contrast to “consumer”’ drugs? 

Ethical doctors, yes; ethical drugs, no. It’s 
almost always easier to say what we really mean. 

—M. F.C. 
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‘Before Esidrix: 
Weight 176 Ibs. 


27 pounds lost in 19 days; ascites and 


Date 


RECORD OF TREATMENT (At a leading New York City hospital. Photos used with permission of the patient.) 


3/3 8/5 | 3/6| 3/7] 3/8 | $/9|3/10|3/11| 3/12] 3/13 |3/14 |3/15|3/16 |3/17 3/18 |3/19 /20 


3/21 | 3/22 |3/23 


Weight 
(pounds) 


178} 176} 170 | 169 | 167 | 159 | 158) 158 | 157 | 153 | 155 | 155 | 156 | 154 


153 [153 | — | — | 151 |149 


Rx 


M* Esidrix 50 mg. b.i.d. 


* Mercurial diuretic 


(hydrochlorothiazide CIBA) 


pre-eminently effective whenever diuresis is desired 
Indicated in: congestive heart failure . 


. . . toxemia of pregnancy . . . premenstrual edema . . . edema of 
pregnancy . . . steroid-induced edema . . . edema of obesity 


Supplied: Esidrix Tablets, 
25 mg. (pink, scored) 
and 50 mg. (yellow, scored); 


bottles of 


100 and 1000. 


. . nephrosis and nephritis 
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SIGNIFICANT EVENTS 


States Must Join 
Forand Bill Fight 


New York Unions 
Weigh Health Plan 


> The AMA has launched an all-out campaign to defeat the 
Forand socialized medicine bill. A strong hint concerning 


the campaign's intensity came from AMA Executive Vice 
President F. J. L. Blasingame. Speaking to state medical 
society representatives attending a special St. Louis 
legislative session, Dr. Blasingame said that some AMA 
programs "may have to be held back a little if this one 
becomes urgent." 

Each state society was asked to send five representatives 
to the closed-shop session. Those who attended were told, 
in very positive terms, that this is no time to let someone 
else carry the ball. It was pointed out that some state 
societies didn't even bother to testify during recent House 
Ways and Means Committee hearings on the Forand bill. 

Every effort will be made to keep the bill in committee. 
If this fails, the AMA is apparently prepared to carry its 
fight to the public via newspaper and other media campaigns. 


> Clearly perturbed by "sweatshop health standards" in New 
York City hospitals, 600 union locals may launch their own 
health insurance plan and build their own hospitals. Harry 
A. Van Arsdale, president of the city's Central Labor Coun— 
cil, said the possibility is now being explored by a special 
committee. Van Arsdale spoke to union pension and welfare 
fund administrators at the biennial AFL-CIO convention in 
San Francisco. Another union spokesman, Charles S. Zimmer— 
man of the International Ladies Garment Workers Union, said 
that New York Blue Cross had failed "to heed the voice of 
labor." 

The Central Labor Council represents approximately a 
million union members. However, pension and welfare funds 
are normally managed jointly by the employer and the union 
and money could not be used for hospital construction 
without employer approval. 


> The AFL-CIO also went on record as endorsing (1) the For-— 
and bill; (2) federal grants to medical schools and (3) 
federal loans to consumer—controlled health service plans 
(as outlined above). The organization's policy-making body 
accused the AMA of circulating “erroneous information about 
the Forand bill." 

Another plank in the union health care program called for 
stronger workmen's compensation laws. 
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Rockefeller Hits . \) Governor Nelson Rockefeller recently told the American 


Health Care Costs Public Health Association that the cost of medical care Office 
is "the one central problem transcending all others today." Presic 
Rockefeller, a borderline Republican with an Adlai Stevenson 316 
complex, said that the government and the medical profession § Presi 
should form a partnership to combat the problem of rising 29( 
health care costs. He added that diagnostic and treatment Vies 
services, especially in hospitals, are becoming "prohibi- on 
tively expensive to an increasing number of people." i 
The Rockefeller proposal, even with the audience in mind, Bree 
sounds like national compulsory health insurance. He said Ve 
that the task "should not be handled by the Federal govern- § gp¢q 
ment alone," adding that "states need to assume their 
share." 15 
The former Under Secretary of Health, Education and Wel- Vice 
fare said that while in Washington he had been "struck by ‘ 
the uneven quality and distribution of health services 
throughout the nation." Dir 
Dewey Ridicules > A former New York governor, Attorney Thomas E. Dewey, also § °™! 
Vaccine Charge made headlines by terming Salk vaccine price conspiracy fa 
charges "utterly ridiculous." Representing Eli Lilly & Co., Not 
one of the five defendants, Dewey conceded that prices 4 
quoted government agencies were strikingly similar but added § y, 
that this was caused by other factors, including contract 7 
terms allegedly dictated by the Department of Health, Educa- M. 
tion and Welfare. : 
If convicted, each of the five firms could be fined Te 
$50,000 on each of two counts. The other defendants are r 
Wyeth Laboratories, Pitman-Moore, Park—Davis and Merck & Co. la 
> What used to be the Jenkins—Keogh bill and later became * 
Plan Supported the Keogh-Simpson bill is now the Smathers—Morton—Keogh— | 
Simpson bill, additionally endorsed by Senators Moss, T 
Saltonstall, Humphrey, Curtis, Kefauver, Neuberger, Allott Jo 
and Mundt. The bill would let a self-employed person 
defer paying a federal income tax on a portion of earnings D 
set aside in a retirement fund. 
If the bill, tagged HR 10, reaches the floor of the Sen- 4 
ate, it will probably pass. It has already won a popularity 
poll in the House and there is no reason to anticipate an H 


Eisenhower veto. Approximately 70 national associations 
have endorsed HR 10, including the Academy and the AMA. 
—M.F.C. 
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N.Y. (term expires 1960) 

Amos N. Johnson, M.D., Chairman, 1961 Assembly, 
Garland, N.C. 

Walter W. Sackett, Jr., M.p.. Chairman of Committee on 
Scientific Exhibits, 2500 Coral Way, Miami, Fla. (term 
expires 1960) 

Terms to Expire 1961: George V. Launey, Jr., M.D., 9528 
Webb Chapel Rd., Dallas, Tex.; Amos N. Johnson, 

M.D., Garland, N.C. 
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Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 
N.W. Johnson, Portland, Ore.; Eugene W. Peters, p., 
18599 Lakeshore Blvd., Cleveland, Ohio. 


Herman E. Drill, M.D., ex officio, 23 9th Ave., Hopkins, 
Minn. 


Committee on Insurance: Herbert W. Salter, M.D., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio (term expires 
1960). 

Terms to Expire 1960: Norman F. Coulter, M.D., 1516 Kuhl 
Ave., Orlando, Fla.; Robert A. Price, M.D., 3602 N. 15th 
Ave., Phoenix, Ariz. 

Terms to Expire 1961: Richard P. Bellaire, M.D., 38 Church 
St., Saranac Lake, N.Y.; Donald F, Bartley, m.p., 9 N. 
Hanson St., Easton, Md.; James D. Weaver, M.D., 3123 
State St., Erie, Pa. 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd S$t., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum 
St., Hartford, Conn. 


Committee on Constitution and By-Laws: Arthur P. Red- 
ing, M.D., Chairman, Marion, S.D.; Leland S. Evans, 
M.D., 217 W. Court Ave., Las Cruces, N.M.; Charles K. 
Rose, Jr., M.D., 2115 Hanover Ave., Allentown, Pa.; 
Thomas E. Robinson, M.D., 2009 S. 11th E., Salt Lake 
City, Utah; Harold E. Jervey, Jr., M.D., 1515 Bull St., 
Columbia, 8.C.; C. H. Stark, M.D., Paramount Bldg., 
Cedar Rapids, Ia. 


Liaison Committee on Voluntary Prepaid Medical Care: 
William F. Putnam, M.D., Chairman, Lyme, N.H.; Paul 
J. Seifert, Jr., M.D., 509 California, Libby, Mont.; John 
B. Howell, M.p., 107 E. Peace St., Canton, Miss.; Seigle 
W. Parks, M.D., 102 Adams St., Fairmont, W.Va.; Julian 
K. Welch, Jr., M.D., 107 N. Lafayette Ave., Brownsville, 
Tenn. 


Liaison Committee with Council on Rural Health of the 
AMA: Berijamin N. Saltzman, M.D., Chairman, 111 W. 
6th St., Mountain Home, Ark.; George W. Karelas, 
M.D., Newberry, Fla.; John R. Rodger, M.D., Bellaire, 
Mich.; Asael Tall, M.D., 119 N. State St., Rigby, Ida.; 
Edgar B. Morgan, M.D., 2708 Frankfort Ave., Louisville, 
Ky. 


Mead Johnson Scholarship Award Committee: Bernard E. 
Edwards, M.D., Chairman, 704 N. Main St., South Bend, 
Ind.; Walter T. Gunn, M.D., 4617 Dahlia Ave., St. Louis, 
Mo.; Robert E. Verdon, M.D., 576 Anderson Ave., Clifi- 
side Park, N.J.; Donald H. Kast, M.p., Bankers Trust 
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Bldg., Des Moines, Ia.; Dennis Cunningham, M.D., 1626 
E. Charleston Blvd., Las Vegas, Nev.; Bertram L. 
Trelstad, M.D., 2054 Capitol St., N.E., Salem, Ore. 


Ross Award Committee: R. Varian Sloan, M.D., Chairman, 
Aina Haina Shopping Center, Honolulu, Hawaii; Ralph 
J. Lum, Jr., M.D., 601 Miramar Ave., Santurce, Puerto 
Rico; Willard H. Pennoyer, M.D., Hynds Bldg., Cheyenne, 
Wyo.; Alan K. Johnson, M.D., 410 6th St., E., Williston, 
N.D.; Russell G. McAllister, M.p., 1018 W. Franklin St., 
Richmond, Va. 


Liaison Committee on National Defense: Spencer York 
Bell, M.D., Chairman, 1826 W. Clinch, Knoxville, Tenn.; 
Peter C. H. Erinakes, M.D., 28 Berkeley Rd., East Green- 
wich, R.I.; Clyde I. Swett, M.D., 18 Sherman St., Island 
Falls, Me.; Cyrus G. Reznichek, M.D., 1912 Atwood Ave., 
Madison, Wis.; Maynard I. Shapiro, M.D., 8911 S. Chap- 
pel Ave., Chicago, Ill.; Charles R. Marlowe, M.D., 1833 
Broadway, Toledo, Ohio. 


Committee on Industrial Health: Logan T. Robertson, 

M.D., Chairman, 17 Charlotte St., Asheville, N.C.; Wil- 
liam B. Hildebrand, m.D., 59 Racine St., Menasha, 
Wis.; Lester D. Bibler, M.p., Underwriters Bldg., Indi- 
anapolis, Ind.; Carleton R. Smith, M.D., 1101 Main St., 
Peoria, Ill.; Charles F. Shook, M.D., Ohio Bldg., Toledo, 
Ohio. 


Advisor of the Board on International Medical Affairs: 
U. R. Bryner, M.D., 508 E. South Temple St., Salt Lake 
City, Utah. 


Chairman, 310 W. Thomas St., Hammond, La.; W. R. 
Sibley, m.p., Abilene, Tex.; Eugene I. Baumgartner, 
M.D., 25 Alder St., Oakland, Md.; I. P. Frohman, M.D., 
2924 Nichols Ave., S.E., Washington, D.C.; Richard H. 
Gwartney, M.D., 1098 “D” St., San Bernardino, Calif.; 
Lawrence E. Drewrey, M.D., 222 Van Buren, N.W., 
Camden, Ark.; Robert M. Fonner, M.D., 3225 N. Laramie 
Ave., Chicago, Ill.; Austin B. Kraabel, M.D., 415 N. 85th 
St., Seattle, Wash.; John F. Loeck, M.D., 114 8rd Ave., 
S.E., Independence, Ia.; John O. Milligan, m.D., 1120 
Boylston Ave., Seattle, Wash. 


Paul S. Read, M.D., Chairman, 2415 Fort St., Omaha, 


Colo.; John O. Milligan, M.D., 1120 Boylston Ave., 
Seattle, Wash. 
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Liaison Committee with the Specialty Societies: Malcom 


E. Phelps, M.D., Chairman, 203 S. Macomb, El Reno, 
Okla.; James M. Perkins, M.D., 227 16th St., Denver, 
Colo.; John P. Lindsay, m.D., 5410 Harding Rd., Nash- 
ville, Tenn. 


Committee for Liaison with General Practice Section of 


AMA on Certifying Board: John P. Lindsay, M.pD., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Louis F. 
Rittelmeyer, Jr., M.D., University of Mississippi Medical 
Center, Jackson, Miss.; Carroll B. Andrews, M.D., Box 
367, Sonoma, Calif. 


Liaison Committee with Advisory Board for Medical Spe- 


cialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Holland T. Jackson, M.D., 
Medical Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, M.D., 
55 W. Main St., Milan, Mich. 


Committee on 1960 State Officers’ Conference: Richard P. 


Bellaire, M.D., Chairman, 38 Church St., Saranac Lake, 
N.Y.; Paul S. Read, M.D., 2415 Fort St., Omaha, Neb.; 
Thomas A. Keenan, M.D., 49 West St., Rutland, Vt.; 
Mr. Charles G. Dosch, Advisor, 1403 N. Delaware St., 
Indianapolis, Ind. 


The Chairman of the Board of Directors and the President 


are ex officio members of all commissions and committees. 


Committee on Mental Health: M. C. Wiginton, M.D., 


Special Committee on Invitational Scientific Congress: 


Neb.; James M. Perkins, M.D., 227 16th St., Denver, 


“Say, Harry, I was just wondering—is this a lab report 
you sent over or were you just cleaning your pen?” 
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The extended usefulness of TENTONE is readily apparent 


TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine . . . highly active 
... for general use in mild and moderate emotional and psychosomatic disorders. 


TENTONE elicits a striking, positive calming response!?...with marked reduction of 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance." 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater.’ 


TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and othet 
hospitalized patients. 
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Academy chapter meetings and posigraduate courses, as well 
is other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


"Classified by the Commission on Education as acceptable 
or postgraduate study credits under Category I. Members 
Mould report actual hours of attendance. Maximum hours 


isied when available. 


NOVEMBER 


"5: Southwestern Ohio Society of General Physicians, 
course on OB-GYN problems, Hartwell Country Club, 
Cincinnati. (41% hrs.) 

6-19: University of Kansas, course on internal medicine, 
University of Kansas Medicai Center, Kansas City, 
Kan. (28 hrs.) 

16-19: Southern Medical Association, 53rd annual meet- 
ing, Atlanta, Ga. 

"8-19: Cleveland (Ohio) chapter, two-day postgraduate 
program, Academy of Medicine of Cleveland, Cleveland. 
(13 hrs.) 


19-21: State University of Iowa, et al., cardiac conference, 


Towa City. (12 hrs.) 


; 719-21: Duke University, first annual conference on ger- 


ontology, Page Auditorium, Duke University, Durham, 
(15 hrs.) 

20-21: North Dakota chapter, annual meeting, Lewis and 
Clark Hotel, Mandan. 

‘21-22: District of Columbia chapter and Children’s Hos- 
pital Research Foundation, course in hypersensitivity, 
Children’s Hospital, Washington, D. C. (12 hrs.) 

*23-24: University of Kansas, course on fractures, Univer- 
sity of Kansas Medical Center, Kansas City, Kan. (14 
hrs.) 

‘24-25: University of North Carolina, annual symposium, 
Chapel Hill, N. C. (12 hrs.) 

*30-Dec. 18: New York University-Bellevue Medical Cen- 
ter, full-time three-week course on allergy, New York 
City. (105 hrs.) 


DECEMBER 


‘1-3: Medical College of Georgia, course on fractures in 
general practice, Augusta. (18 hrs.) 

1-4: American Medical Association, 1959 clinical initia. 
Dallas, Tex. 

‘2-3: University of Buffalo, course on physical medicine and 
rehabilitation in clinical practice, Buffalo, N. Y. (14 hrs.) 
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On the Calendar 


*3: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on surgery and gynecology, McKin- 
ley Memorial Hospital, Trenton, N. J. (8 hrs.) 

4: Delaware chapter, annual meeting, Wilmington. 

*4-5: Puerto Rico chapter, annual meeting, Puerto Rico 
Medical Association Building, Santurce. (2 hrs.) 

6: New Hampshire chapter, annual meeting, New Hamp- 
shire Highway Hotel, Concord. 

*7-11: Hahnemann Medical College and Hospital, course 
on edema: mechanisms and therapy, Hahnemann Medi- 
cal College, Philadelphia. (40 hrs.) 

*7-11: Tufts University, course on electrocardiography, 
New England Center Hospital, Boston. (30 hrs.) 

*7-11: University of Texas Postgraduate School of Medi- 
cine, course on cardiology, Texas Medical Center, 
Houston. (35 hrs.) 

*10: University of Buffalo, course on cancer, Buffalo, N. Y. 

*11-12: University of Kansas, course on glaucoma, Univer- 
sity of Kansas Medical Center, Kansas City, Kan. (14 
hrs.) 


JANUARY 


*9: New Jersey chapter, eighth annual meeting, Hotel 
Traymore, Atlantic City. 

*9: Seton Hall College of Medicine and Dentistry, course 
on problems of urologic cancer, Martland Medical Cen- 
ter, Newark, N. J. (5 hrs.) 

*13: Seton College of Medicine and Dentistry, course on 
the use, abuse and dangers of intravenous pitocin in 
obstetrics, Margaret Hague Maternity Hospital, Jersey 
City, N. J. (3 hrs.) 

Continued on page 319 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960: Convention Hall, Philadelphia. 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami 
Beach, Fla. 

Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfield Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfield Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Meuhlebach, Kansas City, Mo. 
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Whatever corticosteroid therapy 


start...alternate... 


with new, painless, intramuscular 


Cortrophin 


-—the quick-acting, prolonged adrenocortical stimulant 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Specifically Speaking 
Dear Sirs: 
Concerning Question 25 in the July, 1959 GP Quiz, 


my dictionary (very reputable) defines azotemia as 
the presence of an excessive amount of nitrogenous 


compounds in the blood. As a synonym it lists uremia — 


which is GP’s answer number 2. 

Prerenal is defined as occurring in front of the 
kidneys. Azotemia still maintains its above definition. 

Pray tell, what great subtlety of language does our 
eminent quiz-master employ? It seems to me that 
Answers 1, 2 and 5 are all very acceptable. 

B. LAVALLEE, M.D. 

Smooth Rock Falls, Ontario 
Canada 


The quiz in point specifically covered the January- 
June 1959 issues of GP and Question 25 was based on 
the February article, “‘Uremia and Azotemia.”’ In it the 
author dealt with the present unsatisfactory state of 
nomenclature and proposed definitions for all the terms 
in question. It is well recognized that medical diction- 
aries and common usage itself treats azotemia and 
uremia as synonyms. One of the purposes of the article 
was to redefine these words so as to make them more 
useful. How else, for example, may one distinguish in 
a single word between the patient with an elevated 
B.U.N. who is feeling well, and the patient with an 
elevated B.U.N. who has a pericardial friction rub? 
Hence, Question 25 was specifically asked and azotemia 
is the specific answer.—MEDICAL EDITOR. 


Humility the Key 
Dear Sirs: 

Humility is the essence of medical care for the 
aged. The natural span of life is drawing to a close 
and in so doing each and every part of the body 
gradually degenerates. Sometimes the degeneration 
is accelerated by specific illnesses, injuries, heritage, 
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social and economic adjustments and various ex- 
cesses. One can then give a specific diagnosis because 
one organ or organ group degenerates more rapidly. 
The various excesses can include the alcoholic prob- 
lem as well as generalized malnutrition. 

Malnutrition itself can be due to an insufficient 
intake of the various essential nutrients as well as 
poor assimilation. Malnutrition can also include an 
over indulgence of nonessential foods thus causing 
obesity. The various minimally suboptimal nutri- 
tional states that have existed for prolonged periods 
do not, as a rule, create diseased states that are easily 
labeled with a specific diagnosis. 

When one gets the over-all picture of a person who 
is not well, but who lacks enough specific degenera- 
tion of a special organ or organ group to warrant a 
specific diagnosis, one begins to get the picture of the 
usual oldster who seeks medical aid. All too often the 
patient is subjected to a battery of laboratory tests 
which may all be “within normal limits.’”’ He can 
easily be told that there is nothing physically wrong 
with him and that his symptoms are all “‘in his head.” 
But the patient is still sick! 

The problem then becomes a question of when 
should treatment be started and how much effort 
should be exerted? Certainly it should not be neces- 
sary to wait until some specific illness finally devel- 
ops. It is my considered opinion that early preventive 
treatment should be started as soon as possible. It is 
far cheaper in both dollars and time as well as human 
suffering to prevent a stroke or coronary, etc., before 
the illness develops. 

The adequacy of the treatment rendered must be 
based upon the response of the patient with an eye on 
the optimal norm for his situation. He should be 
given enough treatment to reach this norm quickly 
and his maintenance therapy should be geared to 
maintain the norm. Even after the development of 
some specific catastrophe one should render prompt, 
adequate and effective medical care, including re- 
habilitative measures, as soon as possible. One should 
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the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 


hyirobromide 
Phenobarbital (4% gr.) 


in the enteric-coated core: 


A. H. ROBINS COMPANY, INCORPORATED « RICHMOND 20, VIRGINIA 
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Yours Truly 


never give up and decide that the patient cannot be 
helped any more. 

It is at this point that humility plays a very im- 
portant role. Who is to decide when a patient cannot 
be helped any more? Is the doctor supposed to be a 
superhuman judge? Is it the duty of some state 
agency to decide? Or, should the doctor just try to do 
his best with the skillful use of presently available 
medical knowledge? 

It is my humble opinion that, if the last day, or 
week, or month, or year can be made a little more 
bearable for the patient, it should be done. 

We now come to the problem of what to do for the 
usual geriatric patient. First, one should be humble 
enough to use his own reasoning power after a careful 
history and physical examination in place of a bat- 
tery of laboratory tests which may be very uncom- 
fortable and inconvenient for the patient. Laboratory 
tests should be used only when there is a sufficient 
degree of suspicion to warrant confirmation. Second, 
one should render specific therapy where indicated. 
Third, one should try to re-establish healthful habits 
regarding cleanliness, exercise, rest, nutrition, bowels, 
ete. Fourth, one should give an adequacy of the 
vitamins, minerals and hormones taking due consid- 
eration that absorption and assimilation are less than 
optimal. Fifth, large doses of vitamin B-12 by hypo 
help the whole body to react more favorably to its 
environment. Sixth, office visits should be used as 
much as possible in preference to home visits in order 
to stimulate the patient to get “dressed up” for a 
good appearance out of the home. Office visits also 
allow the physician to render better medical care be- 
cause of availability of facilities. Seventh, specific 
rehabilitative measures should be instituted and vig- 
orously pursued whenever possible. Eighth, as a 
closer patient-physician association develops, further 
specific measures can be instituted when necessary — 
before a problem becomes seriously acute. 

What the ultimate cost of such a method of treat- 
ment is, one cannot easily say. Certainly no dollars 
and cents value can be placed on a situation where an 
oldster, your parent or mine, can hold his head up 
and take a good stride in life when previously he was 
only able to shuffle along. 

How is one going to measure how many coronaries 
or strokes are prevented or delayed, or, if they should 
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develop, how they get along during convalescence? 
At best, one can only guess at the actual value of 
adequate prevention, treatment, maintenance and 
rehabilitation. All these things add up to less expen- 
sive hospitalization for the aged. Truly, the cost of 
medical care increases temporarily but the over-all 
per patient cost of geriatric care should be decreased 
in the extended period. 

In summary, I feel that all phases of medical care 
for the aged should be applied with vigor. They 
should be given the benefit of all indicated newer 
forms of therapy. They should have an adequacy of 
the various nutritional elements. They should have 
prompt and adequate rehabilitation in all phases. 
And, most important, they should be given preven- 
tive therapy before serious diseased states develop so 
as to minimize or possibly prevent some of the cata- 
strophic illnesses. . 

Incidentally, the patient need not be an oldster in 
order to qualify for this type of medical management. 
Prevention, adequate specific therapy and rehabilita- 
tion are just as important in children and young 
adult groups as they are in the senior citizen group. 

ALLEN H. NITTLER, M.D. 
Santa Cruz, Calif. 


Enticing Treatment 


Dear Sirs: 

I have reviewed my article, “The Treatment of 
Common Skin Diseases,’’ which you published in the 
July issue of GP. You have done an excellent job of 
preparing this article for publication, and I appre- 
ciate your interest and efforts in this regard. 

EVERETT C. Fox, M.D. 
Dallas, Tex. 


First Offering 


Dear Sirs: 

We have an opening for a general practitioner, 
preferably with some ENT training, in a general prac- 
tice group in the beautiful small Northern Pennsyl- 
vania town of Montrose. 

The group owns and operates a clinic and a 20-bed 
hospital, with full specialty coverage by visiting 
board men. This is a greatly expanding practice, net- 
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with Triaminic,':** the leading oral with non-narcotic Dormethan, possess- te 

nasal decongestant. ing “amply demonstrated” antitussive a 

activity,® as effective as codeine. 
Controls aches and fever ¥ : 
with well-tolerated APAP, non-addic- Liquefies tenacious mucus 
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Prompt and prolonged relief because of 

(phenylpropanolamine HC) ................ 25 mg. this special “timed release design: 

pheniramine maleate ....................0 12.5 mg. k 
pyrilamine maleate 12.5 mg.) first —the outer layer 
Dormethan dissolves within minutes to 

(brand of dextromethorphan HBr).......... 30 mg. give 3 to 4 hours of relief 
Terpin hydrate 180 mg. th gs 

APAP (N-acetyl-p-aminophenol) ............... 325 mg. releases. its “ingredients I 
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A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. Tussagesic Suspension available on request. 

TUSSAGESIC SUSPENSION provides palatability and convenience which make it 

especially attractive to children and other patients who prefer liquid medication. ' 
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Yours Truly 


ting each man over $18,000 this year, with steady 

increase. No investment in the physical plant is nec- 

essary. A Pennsylvania license is required. 
RAYMOND E. RAPP, M.D. 

Medical Arts Clinic and Hospital 

1 Grow Avenue 

Montrose, Pa. 


Associate Needed 
Dear Sirs: 

I am in need of an associate who can do all phases 
of general practice. My present associate is leaving 
soon to take a residency in OB-GYN and I am inter- 
ested in finding a permanent associate. 

My clinic has been in operation since 1951, and is 
a completely equipped private hospital of 32 beds. 
We are equipped and capable of doing major surgery, 
OB-GYN and pediatrics. We also do all types of 
general medicine. 

Kingsport is a beautiful, fast-growing industrial 
town with a population of about 65,000 including the 
suburban areas. We have excellent schools and 
churches, and our city is a fine place to live and prac- 
tice medicine. 

I have been a member of the Academy for a num- 
ber of years, and I would appreciate it very much if 
you could help me in this matter. 

‘ JOHN MUNAL, M.D. 
1735 Fort Henry Drive 
Kingsport 4, Tenn. 


Classified 


Dear Sirs: 

Being a general practitioner with psychiatric lean- 
ings, I was very much interested in the article ‘“Psy- 
chiatric Patients in General Practice,’ by Roth, 
Rury and Downing in the August, 1959 GP. 

Patients cannot be compartmentalized into a sep- 
arate “psyche” and “soma’’—the patient must be 
considered as a whole. Every organic illness, or injury, 
is accompanied by emotional disturbances which 
affect the severity of symptoms and the rate of recov- 
ery. In primarily psychogenic illnesses, physiology 
will also be disturbed; in virtually every case, if one 
looks closely enough, he will find some sort of organic 
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basis on which symptoms might be explained, in 
whole or in part. 

Unlike patients, physicians can be compartmental- 
ized, or classified. The larger group of general practi- 
tioners (including Drs. Roth and Rury?) could, I 
think, be called “‘organicists.’”’ They are inclined to 
see only the organic factors in an organic illness, and 
usually will ‘seek until they find” an organic diagno- 
sis on which they can blame symptoms primarily 
psychogenic in origin. 

Another, probably smaller, classification of general 
practitioners, including myself, tends to overempha- 
size the psychic factors in organic illness, and to ig- 
nore utterly—if possible—the organic factors in pri- 
marily psychogenic illness. Thus, any statistics on 
this subject are likely to be strongly colored by the 
views of the physician collecting the data. 

In the present article, Drs. Roth and Rury are to 
be congratulated for trying to eliminate this preju- 
dice by having their cases reviewed by a psychiatrist. 
However, the psychiatrist did not see the patients, 
but only the case histories recorded by the (organic- 
minded?) general practitioners. (I suspect psychia- 
trists can be “‘ccompartmentalized” too!) 

I shall therefore not challenge the results of Dr. 
Roth et al. But I would like to urge all physicians to 
beware of fostering iatrogenic neuroses in their pa- 
tients by always offering an organic explanation for 
their every symptom. 

FRANCIS M. PARKS, M.D. 
Carrollton, Ga. 


Point of Frustration 


Dear Sirs: 
I certainly take issue with you over tracking down 
the bibliographies accompanying your medical arti- 
cles, and I think the authors would too. It is a most 
frustrating experience for a librarian and seems an 
immature approach to the expediency of economics. 
Please send the bibliography for the excellent arti- 
cle, “The Diagnosis and Control of Acute Glomeru- 
lonephritis: A Review,” (August GP). 
Mrs. Mary CARDIGAN 
Medical Librarian 

St. Luke’s Hospital 

Duluth, Minn. 


q 


The tyranny of the clock 


For many diabetics, time is a tyrant. No matter how inconvenient it may be, they must 
take their meals and injections “by the clock,” or risk extremely disquieting reactions. 
Orinase* makes it possible for you to lift this burden from most of these insulin-depend- 
ent patients. Given in conjunction with insulin, it smooths out the “peaks and valleys” 
of erratic blood sugar levels . . . “stabilizes” a surprising percentage of brittle diabetics. 
At the same time, it may enable you to reduce the insulin dosage for many insulin- 
dependent diabetics. neo. v. s. par. oFF. — 
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Yours Truly 


New Reader Request 


Dear Sirs: 

I have just recently subscribed to your magazine 
and I have found the articles extremely interesting. 
Ihave been reading some of the back issues which 
belong to one of my colleagues and I am very much 
interested in obtaining reprints of several articles. 
I wonder if you could tell me how best to obtain 
them. 

Should I send a list of the articles and authors to 
you or should I send my requests to the individual 
authors concerned? 

WALTER S. DAILEY, M.D. 
Saginaw, Mich. 


New Reader Dailey has been advised to send his list 
of requests to GP. A limited number of reprints are kept 
on each scientific article; however, the supply is some- 
times exhausted shortly after the articles are published. 
—PUBLISHER 


“Now, let’s see... . where were we 
when the shiny fire engine went past?” 
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they can plan their own home... 


but they need your help 
in planning their family 


Delfen 


VAGINAL CREAM 
THE MODERN CHEMICAL SPERMICIDE 


Preceptin 


VAGINAL GEL 
THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR 
SIMPLE, EFFECTIVE CONTRACEPTION 
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brand of imipramine HCI 


Specific in Depression 


Produce remission or improvement in 
70-85% of cases 


Act effectively in all types of depression 


Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal tisk 
serious side reaction © 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Def 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCI) tablets of 25 mg. bottles of 100.4 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 
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Charles C. Cooper, M.D. 
JCAH Appointment 


A PROMINENT Academy member who has worked diligently 

to gain hospital privileges for general practitioners has been 
appointed to the Joint Commission on the Accreditation 

of Hospitals. Dr. Charles C. Cooper, St. Paul, Minn., a seven- 
year member of the AAGP Commission on Hospitals, succeeds 
Dr. Dwight Murray, also an Academy member, as one 

of the seven AMA representatives on JCAH. A former Academy 
vice president and Board member, Dr. Cooper was 

hospital commission chairman four years. 


Renaud Lemieux, M.D. 
World View 


AT THE September meeting in Montreal, Dr. Renaud Lemieux, 
past president of the Canadian Medical Association, 

was installed as the World Medical Association president. 

A member of CMA’s general] council and executive committee, 
Dr. Lemieux is professor of medicine, Lava) University, 
Quebec, and medical director of that city’s St. Sacrement 
Hospital. The WMA executive is a fellow of both 

the Royal College of Physicians (Canada) and the American 
College of Physicians. 


Robert E. Gross, M.D. 
For Pioneering 


TWO WEEKS AGO, Dr. Robert Gross received a small ‘‘Winged 
Victory” statuette, symbol of the American Heart Association’s 
Lasker Award, presented for outstanding contributions 

in cardiovascular research. Dr. Gross’ career in this field 

(and indeed the field itself) started in 1938 when he performed 
the first operation on a congenital cardiovascular defect. 

He was 33. The Boston surgeon was selected to receive 

the award not only for this early achievement but for his 
continuing efforts to broaden the entire field. 


| 
PERSONALITIES in the Medical Ni 
K 
isk 
as 
0.A 
41 


Volume XX, Number 5 GP 


| 3 CERT 
anc 


Pills and Politics 


CERTAIN DRUG STORE items are apparently “elec- 
tion year products.” We don’t know why this is 
but we have the facts and figures. In 1956, when 
a wave of eager White House candidates stormed 
the political beachhead, the nation’s drug stores 
did a booming business. 

We don’t mean to imply that all drug products 
sell better during an election year—only a few 
key items that must somehow relate to active tub 
thumping. GP presents, probably for the first 
time, a list of these products and our own cogent 
conclusions. 

The first item is mineral oil. Drug stores sold 
more mineral oil in 1956 than they did in either 


1957 or 1958. The reason is obvious. With all 


forms of oil being spread by Republican and 
| Democratic hopefuls, it’s only logical that tanks 
of mineral oil would help grease the political 
skids. 

Bulk laxatives, the second item, were probably 
used (interchangeably with mineral oil) as a 
badly-needed purgative. Neither, however, effec- 
tively counteracted widespread intellectual con- 
stipation. 

Iodine was also in demand, being sorely needed 
to treat wounds caused by political barbs. Iodine 
sales dropped in 1957, dropped still further in 
1958. Look for them to soar in 1960. 

Motion sickness preparations were very popu- 
lar. These were needed by candidates who kept 
swinging from left to right and from liberal to 
conservative. These pendulumlike activities, 
along with other gyrations, befuddled the inner 
ear and an overworked eustachium. 

Long and windy harangues created a healthy 
market for men’s supporter belts. No comment. 

Ice bags, the last item, were doubtless needed 
by the voters. It was their job to screen the 
plethora of promises and separate the half-truths 
from the pure hyperbole. It wasn’t an easy job 
and was frequently complicated by divergent po- 
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litical sentiments within the family circle. This is 
always very messy. Anyway, more ice bags were 
sold in ’56 than in ’57 or ’58. 

On the other side of the ledger, the sales of 
aspirin have climbed steadily since 1956. Part of 
the credit must probably go to Comrade Khrush- 
chev and the late lamented Laika, whose cold 
canine body still hurtles through outer space. 
But it’s also possible that we now need more 
aspirin to cure the headaches caused by the po- 
liticos we elected in 1956. 


Raising Funds and Furors 


OUR GOOD FRIEND, Dr. E. P. Pendergrass, presi- 
dent of the American Cancer Society, claims that 
united fund campaigns are “slowing up the fight 
against cancer” and a former Republican senator 
replies that the society’s go-it-alone policy has 
“created a crisis in fund raising’”’ that threatens 
“community suicide.’”’ Both the ACS president 
and Harry P. Cain, now president of the Dade 
County (Fla.) United Fund campaign, spoke at 
an AFL-CIO National Conference on Community 
Service in Chicago. 

In the last ten years, more than 2,000 united 
or federated fund campaigns have been organ- 
ized. In theory, the part-time philanthropist can 
write one check or hand over a cash contribution 
and the fund will see that it’s equitably distrib- 
uted among the participating agencies, often 
numbering more than 100. During the rest of the 
year, no one is supposed to come knocking at the 
door, asking for a donation, a contribution or a 
handout. 

Like perpetual motion, it’s a great idea but it 
just doesn’t work. As we’ve pointed out before, 
we have no reason to be either for or against 
combined campaigns but it does seem that 
they’re in trouble. We also hate to see private 
vendetta aired in the public press. There is a 
time and a place for peaceful coexistence. 

To date, the independent agencies have done 
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little more than point out that they can raise 
more money on their own. Actually, we’re not 
sure that they should be coerced into coming up 
with any explanation. It’s still a free country 
and a man or an agency should be able to pro- 
ceed unfettered—within certain legal and moral 
boundaries. 

The all-eggs-in-one-basket factions have been 
more inclined to berate the opposition. A few 
days before Cain blasted what he termed “‘un- 
thinking, uncooperative competition,” the execu- 
tive vice president of the United Foundation 
tongue-lashed the American Cancer Society. 
Speaking in Detroit, Walter C. Laidlow said that 
the society has a “hard-necked national policy 
that local groups must cease or desist from par- 
ticipation in federated campaigns. It’s the old 
story of empire building by some of the pros in 
the society.” 

The mouthings of Cain and Laidlow will do no 
one any good. They will perhaps make many 
people realize that they’re being dimed-and- 
dollared to death and that maybe the time has 
come to draw the line. 

We hope that both groups can continue to aid 
the worthy cause but it would be refreshing for 
them to sign a truce and expend their efforts in 
truly constructive pursuits. 


Uncle Wilfred 


WHEN UNCLE WILFRED returned to his desk last 
Monday after a pleasant and relaxing Sunday 
with his family, he conjured up a new supplica- 
tion to the gods. Viewing the mountain of memos, 
correspondence and records on his desk requir- 
ing his attention and facing the heavy schedule 
of daily appointments, he resolved to ask for an 
ever so slight modification in the Gregorian 
calendar. 

There really should be a day inserted in the 
week between Sunday and Monday. Because, as 
it is, Monday is quite intolerable. 
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The Truth of the Matter 


DESCARTES spent most of his life searching for 
the truth—the modern physician spends a good 
deal of his in a similar pursuit. In the past 20 
years there has grown up a cult which believes 
implicitly in “the truth, the whole truth and 
nothing but the truth so help me God”’! Aside 
from the doubt implied in the word God itself, 
and its origin from the various religions which in 
themselves are beliefs rather than truths suscep- 
tible to proof, there is still the difficulty of decid- 
ing what the truth is. 

When I was a young man, my own family doc- 
tor told me, “Howard, don’t tell ’em a damned 
thing! You’re not paid to teach them medicine. 
(This in spite of the fact that the word doctor, 
of which he was so very proud, means teacher.) 
You’re supposed to do your best to cure ’em. If 
you can’t, just make it as easy for them as you 
can.” Shortly before this, I had been told for the 
first time, by a doctor in public relations for the 
Minnesota Medical Society, that patients were 
entitled to know the truth. It had disturbed me 
at the time because I admired this gentleman 
greatly. He represented the advanced thinking 
of a great university and state, for previously 
there had been no instructions in the practical 
aspects of medicine such as dealing with the pa- 
tient and his family. 

This dichotomy of opinion has haunted me for 
the past quarter century. It is in searching for a 
reconciliation of these two views that my own 
soul searching starts. 

If I were to say to a 10-year-old girl, “You 
have diabetes mellitus,” explaining what it is and 
outlining a course of living and treatment, | 
would, of course, be doing what I have been 
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taught. When I repeat the scene with another 
patient aged 40, and with still another aged 70, 
[am again doing my job as taught, but would I 
be saying the same thing? Not at all. The words 
may be the same, and if I happen to be a stickler 
for details of controlling blood sugar, I might 
even use a similar regimen, but the implications 
are very different. In the case of the 10-year-old 
girl, there is the connotation of a markedly 
shortened life expectancy, many episodes of hy- 
per- and hypoglycemia, with their attendant 
hospitalizations and/or periods of disability. 
There is also the connotation of obstetric diffi- 
culties in the future, and the frighteningly high 
prospects of vascular disorders in the perhaps 
not-so-distant future. Contrariwise, in the 70- 
year-old who has just become aware of his dia- 
betes, there is the gnawing concern in me that 
perhaps restrictions are a mite silly! 

Much more to the point, however, is the doc- 
tor’s approach to what to tell the victim of can- 
cer. It is here that one most often hears, “Doctor, 
I want the truth,” or conversely as the American 
Cancer Society spokesman counsels, “Doctor, 
the patient is entitled to the truth.’’ All my life, 
I have been urged to tell the truth. Why then, 
should I be reluctant in this sphere? Is it perhaps 
that I do not know what the truth is? 

It seems significant that in a well-known dic- 
tionary of quotations there is not a single quot- 
able quote under “Truth,” but 76 under “Hope.” 

Most medical authors, advocating “the truth 
for patients,” counsel against robbing any man of 
his hope, that hope of which Shakespeare said, 
“Kings it makes Gods and meaner creatures 
kings.”” How much hope should there be for a 
man who has a skin cancer, and how much for 
the sufferer from osteogenic sarcoma? Can one 
measure hope statistically? If 98 per cent of the 
victims of skin cancer live out their normal life 
spans, and if 90 per cent of the victims of osteo- 
genic sarcoma succumb przmaturely, how do we 
convey this information to the uninformed— 
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those to whom cancer is cancer? How do we con- 
vey it to the informed? If you are one of the two 
skin cancer patients who is to die, what is your 
percentage of survival? 

Conversely, if you are one of the ten osteogenic 
sarcoma patients who is to survive, what is your 
percentage of mortality? 

The doctor who cares for his colleague faced 
with a similar problem soon finds that the doctor- 
patient acts more like patient than doctor, be- 
cause mathematic cure is an abstract truth with 
not enough warm comfort for the individual, and 
only cold comfort for the mathematician. 

To the young doctor, the truth includes answers 
to: “Can I practice again”? ““When can I start”? 
(Let us avoid the implications in “May I start’’!) 
“Shall I get married’”?—and numerous other 
queries. 

We must remember that we all are mortal. If 
the young doctor survives a full 20 years, it is 
likely that he shall have outlived some billion 
souls. Was he really so doomed then when told 
the truth? How doomed is a man who lives long 
enough to be preceded into eternity by a billion 
souls? 

Survival, of course, is not the only facet of this 
problem. At least as important are the myriad 
other nagging aspects of this situation. 

In the queries I have found more queries, in the 
answers are the seeds of still more questions. The 
conscientious physician who asks himself, ““What 
is the truth’? is not likely to come up with a 
simple answer. He is more likely to fasten on the 
platitudes of hope, and in trying to follow the 
advice therein, he is likely to besmirch truth as 
it was first explained to him. However, as he has 
developed in other aspects of his physical, mental 
and emotional being, so is he likely to grow in 
his interpretation of the truth. If, in that inter- 
pretation, he ends with a lie, who is there who 
can point the way to the truth of the matter? 

—HOwaArD R. SEIDENSTEIN, M.D. 
New Rochelle, N.Y. 
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|Herpes Simplex Keratitis 


DAN M. GORDON, m.D. 


SE The New York Hospital 


Cornell University Medical College 
New York, New York 


Herpes simplex produces a characteristic lesion 


= in the cornea, which may be diagnosed 


by the general practitioner. 

The use of fluoroscein dye and a magnifying glass 
Gre simple aids to the examination. 

Topical corticosteroids should not be used 

in this disorder. The correct diagnosis 

becomes important in order that corticosteroids 
will not be withheld in the many eye conditions 
for which they are helpful. 


THE GENERAL PRACTITIONER is as concerned with 
the problem of herpes simplex (dendritic) kerati- 
tis as is the ophthalmologist. At the recent con- 
vention of the Academy of General Practice in 
San Francisco, the author had an exhibit on 
“Common Ocular Problems.” The questions 
asked most frequently concerned the recognition 


® of corneal herpes simplex and whether its pres- 


ence was a contraindication to the use of topical 
Steroids on the eye. Though herpes simplex of the 
cornea (dendritic keratitis) is a real problem, the 
Mere possibility of its existence should not be a 
deterrent to the use of topical steroids or any 
Other useful medication. Before such therapy is 
denied, the presence of the disease should be un- 


€quivocally established. While it occurs with - 


Comparative infrequency, the practitioner should 
be in a position to recognize it. 
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Corneal Examination 
BASIC EQUIPMENT 


Every practitioner who intends to examine an 
eye, whether with a view to treating eye condi- 
tions or as a part of a general physical examina- 
tion, should have a certain minimum of equip- 
ment. He requires some form of magnification, 
preferably in the form of a loupe which contains 
plus five or plus seven diopter lenses combined 
with plus five or plus seven diopters of prism. 
Worn as a headband, this enables the examiner to 
come close to the part and to examine it under 
magnification. These loupes are also valuable in 
examining the eye when looking for foreign bod- 
ies, in examining skin lesions, in removing splin- 
ters and foreign bodies, and in various other proce- 
dures requiring inspection under magnification. 
A good focal light, preferably based on a stand, 
should also be available. Some form of topical 
anesthetic should be on hand; the most common- 
ly used ones are 0.5 to 1.0 per cent tetracaine 
(Pontocaine) or 0.5 per cent propoxybenzoate 
hydrochloride (Ophthane). 


TYPICAL SIGNS 


Typically herpes simplex of the cornea causes a 
small, branching lesion in the epithelium, usually 
located near the limbus (Figure 1). There may be 
associated conjunctival injection in that area. 
Frequently, however, there is a paucity of con- 
junctival reaction. The affected area has rough- 
ened corneal reflexes, so that when the light is 
passed over it, the reflection is not uniform. Nor- 
mally the cornea has a mirrorlike relucency, 
which is distorted when there is any break in the 
corneal epithelium. An important symptom is the 
loss of corneal sensitivity which follows herpes 
simplex keratitis. Normally, the cornea is sensi- 
tive to touch when tested with a tightly wound 
wisp of cotton. Following infection with the 
herpes simplex virus, the cornea becomes anes- 
thetic, or hypesthetic to touch. 
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USE OF FLUOROSCEIN 


A second important feature in recognition of 
corneal herpes simplex is the fact that the corneal 
epithelium is denuded in the area of the lesion, 
and therefore stains when fluoroscein is applied. 
This delineates the typical branching dendrite, 
which gives the condition of its name of “den- 
dritic keratitis.” There may be one or several 
such branching figures. Characteristically, it con- 
sists of one or multiple branching Y-shaped fig- 
ures with a small, round knob at the terminus of 
each branch. Obviously, if a virus culture is tak- 
en, herpes simplex will be isolated, and if a smear 
is made, giant multinucleated epithelial cells will 
be seen. However, neither of these procedures is 
likely to be done even in ophthalmic practice. 


FLUOROSCEIN STRIPS 


Fluoroscein, either in 1 or 2 per cent solution or 
as fluoroscein strips, makes for more complete 
examination of the external eye. If the corneal 
epithelium is denuded by a lesion or a foreign 
body, that area will stain green when the fluoro- 
scein is applied. The eye is first anesthetized with 
a drop of topical anesthetic, after which a drop of 
the dye is applied. 

The topical anesthetic is not necessary if one is 
staining a dendritic keratitis. Topical anesthetic 
should in fact never be employed when a herpes 
simplex keratitis is suspected until after corneal 
sensitivity has been tested. The patient is in- 


structed to close his eye for approximately 60 
seconds, and then the excess fluoroscein is washed 
out with sterile water or saline. The eye can then 
be examined under magnification and focal il- 
lumination to see if any area has been stained 
green. It is much safer to employ fluoroscein 
strips which are sterile and packaged individually 
since fluoroscein itself is an excellent culture 
medium for pseudomonas aeruginosa. If a missed 
corneal foreign body is present, it will be high- 
lighted by the green background. 

When any corneal lesion is present, as denoted 
by a break in the epithelium, and it is not due to 
a foreign body, the case should be referred to an 
ophthalmologist. If the suspicious area in the 
cornea does not stain, then a superficial keratitis 
can be ruled out. Deep corneal lesions are usually 
easier to see because the normal mirrorlike relu- 
cency of the cornea is markedly disturbed, as are 
the light reflexes reflected by the cornea from the 
illuminating source. 

With the fluoroscein strips, the easiest method 
is to moisten the end of the strip with a drop of 
sterile water, saline or anesthetic, after which the 
patient is instructed te look up while it is inserted 
in the lower cul-de-sac of the previously anes- 
thetized eye. The strip is then bent forward on 
itself so that the excess part is on the outside of 
the lower lid. The patient is instructed to close 
his eye while looking up. The strip can be with- 
drawn after 15 seconds and the eye then can be 
examined for staining. 


DAN M. GORDON, .D., an authority on night blinding diseases, is assist- 
ant professor of clinical surgery (ophthalmology), Cornell University Medi- 
cal Center. A pioneer in the introduction of ACTH and cortisone into 
ophthalmology, Dr. Gordon has written a text on that subject and is also 
the author of Magnification in Ophthalmology. He is chairman emeritus of 
the medical board of the National Council to Combat Blindness and a mem- 
ber emeritus of the National Advisory Institute of Neurological Diseases 
and Blindness. Dr. Gordon serves a8 special consultant to the USPHS sur- 
geon general and as consultant to the AMA’s Council on Pharmacy. 
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Precautions 


Corticosteroids topically are contraindicated 
in the presence of herpes simplex keratitis. They 
are, however, indicated in the treatment of most 
other local ophthalmic disorders which the gen- 
eral practitioner or nonophthalmologist is apt to 
treat, such as conjunctivitis, blepharitis, episcle- 
ritis, etc. When pain in an eye is not due toan 
obvious foreign body, or when loss of vision is 
again not due to something obvious such as a 
foreign body, the physician is well advised to re- 
fer the patient immediately to a specialist. In 
doubtful cases, it may be advisable to ask the 
patient to return on the next day, when the eye 
may again be stained with fluoroscein and re- 
examined. The full picture may not have been 
present when the patient was first seen. If an 


ocular inflammation fails to respond or worsens 
after two or three days of treatment, the patient 
should be referred to an ophthalmologist. 


Summary 


Herpes simplex keratitis has been briefly de- 
scribed and methods employed for its recognition 
have been outlined. As topical steroids are con- 
traindicated in the presence of herpes simplex 
(dendritic) keratitis, it is important that the non- 
ophthalmologist be alert for this disease and be 
able to establish it or to rule it out with some 
degree of certainty. By the same token, useful 
medication should not be withheld because of 
the remote possibility that herpes simplex is pres- 
ent. The methods outlined will usually permit the 
physician to identify the presence of a keratitis. 


Heart Monitor 
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A NEW medical instrument, the “heart monitor,” is 
expected to reduce surgical risks by translating the 
electric wave activity of a patient’s heart. An electric 
unit (shown left) emits a beat-by-beat sound pat- 
tern of the surgery patient’s heart action, thus alert- 
ing all operating room personnel to any need for 
heart massage or other resuscitative measures. 

The device is simple to operate and does not re- 
quire constant attention. It is thought to afford a 
quicker and more accurate indication of heart condi- 
tions than can be obtained by monitoring only the 
sounds of heartbeat, blood pressure or pulse. 

The monitor is less than five inches long and weighs 
only six ounces. It utilizes a low-voltage, mercury- 
battery power supply and high-gain transistorized 
amplifier. Usually it is strapped to the patient’s left 
forearm, and an electrode, connected to it by wire, is 
strapped to the patient’s right forearm or some other 
part of the body. 

Dr. William F. Veling, a Detroit surgeon, devel- 
oped the monitor. 
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Respiratory Stimulants 


JOHN ADRIANI, 


Tulane University School of Medicine 
New Orleans, Louisiana 


Stimulants are warranted only in respiratory 
failures due to gross overdosage of sedatives, 
hypnotics and anesthetics. Analeptics, used 
to overcome depression of the nervous system, 
act specifically upon the respiratory center. 
Established analeptics are Metrazol, 
nikethamide and picrotoxin; the most promising 
newer ones are bemegride and Ritalin. 

In deeply depressed patients, 

bemegride and Ritalin seem more effective 
than the older drugs. 
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FEW TRUE ANTAGONISTS are found among the 
numerous remedies available to physicians. Res- 
piratory stimulants are no exception. None of the 
respiratory stimulants is a true, specific antag- 
onist. Two schools of thought prevail concerning 
the use of respiratory stimulants. Some doctors 
think they are without benefit and never should 
be used. Others think they are useful in select 
situations. I subscribe to this view. Regardless of 
one’s point of view, stimulants continue to be 
part of the array of drugs used in emergencies. 
Physicians instinctively seek antidotes to coun- 
teract untoward responses produced by thera- 
peutic agents. Therefore, the demand for stimu- 
lants will continue to exist. Besides, new neuro- 
pharmacologic drugs are constantly being intro- 
duced. From these may evolve more effective 
agents. 


Indications for Stimulants 


Situations requiring respiratory resuscitation 
are of two categories: drug induced and those not 
involving a drug. In this latter category are 
respiratory failure due to anoxia, carbon dioxide 
excess, derangements due to increased intra- 
cranial pressure, shock, electrocution, hypo- 
thermia and so on. Stimulants are of no benefit 
when the causative factor is not a drug. Drug- 
induced respiratory failure results from over- 
dosage or intolerance to anesthetics, hypnotics, 
ataractics and narcotics. 

The respiratory center appears to be the first 
of the medullary centers inactivated by an over- 
dose of a central nervous system depressant. Ac- 
tivity is restored upon removal of the drug, unless 
an irreversible change has resulted from the over- 
concentration. Central nervous system depres- 
sants are referred to as volatile or nonvolatile. 
Volatile drugs, such as nitrous oxide, ether, cyclo- 
propane, chloroform, etc., are excreted almost en- 
tirely by exhalation since they are not metabo- 
lized. They are, therefore, readily “washed out” 
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of the lungs by artificial respiration if overcon- 
entration occurs, provided the circulatory sys- 
tm is functioning adequately. The decrease in 
aveolar concentration reverses the pressure gra- 
dient so that the drug passes from the brain, to 
the blood, into the lungs and then to the outside 
amosphere. Stimulants are unnecessary and 
superfluous in overdosage from these drugs. The 
situation is different when dealing with nonvola- 
tile drugs. Here they may be of benefit. 


Nature of Analeptics 


Drugs which antagonize depression of the cen- 
tral nervous system are referred to as analeptics. 
The word analeptic, which is of Greek derivation, 
means restorative. The term antinarcotic has 
been introduced to single out drugs which reverse 
respiratory depression due to opium alkaloids and 
their synthetic allies. Antinarcotics are weak 
narcotics which displace the offending drug from 
the cell. Thus, since they are mild depressants 
and not stimulants they cannot correctly be 
classed as analeptics. 

Analeptics are stimulants which act specifically 
upon the respiratory center. Many drugs stimu- 
late the central nervous system, but only a few 
possess the necessary controllability to make 
them suitable as therapeutic agents to overcome 
respiratory depression. Procaine, for example, is 
acentral stimulant but is useless as an analeptic 
because it lacks specificity and controllability as 
far as the medullary centers are concerned. Its 
primary site of action is elsewhere in the brain. 
Strychnine, likewise, is a stimulant but acts pri- 
marily in the spinal cord. It is of little value as a 
respiratory stimulant. 

Most central nervous system stimulants appear 
‘oact at a primary locus when used in therapeutic 
doses. A spread to other regions of the brain fol- 
lows the use of larger doses. Caffeine and benze- 
drine, for example, in small doses stimulate the 
cerebral cortex. Large doses are required to stim- 
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Agents that act peripherally (ammonia vapor, for instance) 
reflexly stimulate the central nervous system. However, these 
agents are ineffective in severe depressions. 


ulate the medullary centers. For this reason they 
are of little value as analeptics. Some drugs, 
atropine for example, appear to act in a diffuse 
fashion rather than in a localized area: 

Some of the newer analeptics appear to cause 
awakening and evoke arousal in addition to 
respiratory stimulation. Large or repeated doses 
of central nervous system stimulants may cause 
depression after the initial stimulation. This be- 
havior is a characteristic of most stimulating 
drugs. Carbon dioxide, for instance, stimulates 
the respiratory center when concentrations up to 
5 or 6 per cent are inhaled. Concentrations ex- 
ceeding 10 per cent cause depression characterized 
by narcosis, and even respiratory paralysis. Res- 
piratory failure caused by overdosage of drugs, 
such as benzedrine, procaine, atropine, etc., whose 
usual action is stimulation, is seldom antagonized 
by analeptics. Stimulants are most useful and are 
warranted only when depression is due to gross 
overdosage of sedatives, hypnotics and anes- 
thetics. 


Types of Analeptics 


Analeptics, then, are central nervous system 
stimulants whose primary site of action is the 
medulla. They are used to overcome depression 
of the nervous system. Analeptics are of two 
basic types, those which act directly on the cells 
of the medullary centers, and those which act in- 
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directly in a reflex manner upon the respiratory 
mechanism. Picrotoxin, nikethamide (Coramine) 
and pentamethylene tetrazol (Metrazol) act pri- 
marily on the medullary centers. The reflex stim- 
ulants exert their primary action on the chemo- 
receptors in the carotid and aortic bodies. These 
in turn reflexly stimulate the respiratory mecha- 
nism. Lobeline, derivatives of cyanide and nico- 
tine stimulate the chemoreceptors in these struc- 
tures. This type of analeptic is of little or no 
practical clinical value. 


Reflex Stimulation 


Chemical or physical agents which act periph- 
erally, such as ammonia vapor, subcutaneous 
ether, camphor in oil, pressure, cold, slapping and 
rectal dilatation reflexly stimulate the central 
nervous system. Such stimuli cause arousal only 
when the nervous system is mildly depressed. No 
stimulation is actually necessary. Reflex stimu- 
lants are ineffective in severe depressions of the 
central nervous system. 

Recently workers in the field of psychiatry 
have become enthusiastic concerning the reversal 
of barbiturate narcosis by reflex stimulation with 
electric currents directed toward the brain by the 
application of electrodes to the scalp. The Reiter 
apparatus is one such device in vogue. This device 
is of questionable value for overcoming drug- 
induced depression of the nervous system. A se- 
verely depressed central nervous system does not 
respond to reflex stimulation of any type, whether 
it be chemical, mechanical or electrical. 


Vasopressors Are Not Analeptics 


Sympathomimetic amines, such as epinephrine, 
ephedrine and methoxamine (Vasoxyl) are some- 
times referred to as analeptics. It is incorrect to 
place them in this category. These drugs may re- 
store respiratory activity by improving the cere- 
bral blood flow in hypotensive states which have 
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caused medullary anemia. The beneficial effects 
are due to an elevation in blood pressure caused 
by increased peripheral resistance, or to an im- 
proved cardiac output or both. Such drugs are 
seldom effective in overcoming drug-induced cen- 
tral depression. They are, however, useful in over- 
coming depression caused by hypotension of 
neurogenic origin if used promptly after symp- 
toms develop. Such hypotensive states are en- 
countered during spinal anesthesia, after use of 
ganglionic blocking agents or sympatholytic 
drugs and an overdose of narcotics. 


Mode of Action of Stimulants 


The mode of action of analeptics has not been 
established. Possibly they restore oxidative proc- 
esses in the cell. The depressant drugs may inter- 
fere with the oxidation of glucose and other sub- 
strates by the cells. The analeptic may reverse 
the effect by acting as a coenzyme, a hydrogen 
acceptor or by some other biochemical mecha- 
nism. Oxidation of glucose and other metabolites 
is catalyzed by enzymes believed to be suscep- 
tible to depressant drugs. The oxidation of suc- 
cinic acid is not disturbed by barbiturates. It 
occurred to some workers that providing succinic 
acid to the cell would restore oxidation by acti- 
vating an enzyme system not affected by depres- 
sant drugs. With this in mind, sodium succinate 
was introduced to reverse barbiturate narcosis. 
Although succinates reverse narcosis experimen- 
tally, they have proved disappointing clinically. 

Analeptics cause a far more obvious respiratory 
stimulation when preceded by a depressant drug 
than when used alone. This strongly suggests 
interference with biochemical activity of the cell. 
Picrotoxin administered to unmedicated dogs 
induces convulsions before any remarkable res- 
piratory stimulation occurs. On the other hand, 
in an animal lightly narcotized with a barbiturate, 
less than a subconvulsive dose of picrotoxin 
causes a notable increase in respiratory exchange. 
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This experimental fact supports the contention 
that analeptics should not be used in nondrug- 
induced emergencies. 


Systemic Effects of Analeptics 


The stimulating action of analeptics is most 
obvious on the respiratory center. However, it is 
not necessarily confined to it. The vasomotor 
center, the vomiting center, and other medullary 
centers in close proximity to the respiratory 
center are frequently stimulated as well. Nausea, 
vomiting and elevation in blood pressure, and 
other side actions may occur simultaneously. 
Some of the newer analeptics, notably bemegride 
and methylphenidate (Ritalin), act in the supra- 
medullary areas and cause arousal in addition to 
an increase of medullary activity. Emphasis is 
often placed on the effect of analeptics upon the 
heart and blood vessels. Little, if any, increase in 
cardiac output follows administration of the cur- 
rently used analeptic drugs. Stimulants neither 
accelerate the destruction of nor reduce the blood 
level of the drug they antagonize. Whether or not 
recovery occurs depends upon the ability of the 
organism to detoxify the drug. 

Excessive quantities of analeptics cause the 
stimulation to spread to other areas of the brain 
and may thereby precipitate convulsions. Con- 
vulsions may result when an “‘ordinary’”’ dose is 
used for mild depressions. A latent or lag period 
is a feature common to all analeptics. The lag 
period is defined as the period from the moment 
a drug is injected until stimulation becomes ap- 
parent. It varies with each drug. In severe de- 
pressions the peak effect is not well defined and is 
short-lived, if it appears at all. 


Individual Stimulants 
METRAZOL, NIKETHAMIDE, PICROTOXIN 


The established analeptics are pentamethylene 
tetrazol (Metrazol), nikethamide (Coramine) and 
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The analeptics’ stimulating effect is most obvious on the 
respiratory center of the brain. Although many drugs stim- 
ulate the central nervous system, only a few are this specific 
and controllable. 


picrotoxin. Metrazol and nikethamide are the 
conventionally accepted analeptics known and 
used by most practitioners. They have a short 
latent period and a relatively wide margin of 
safety. They are effective in mild depressions but 
are of limited value in severely depressed states. 

The use of picrotoxin has been confined largely 
to treatment of protracted barbiturate coma. 
Until the recent introduction of bemegride and 
methylphenidate (Ritalin), picrotoxin was the 
most serviceable analeptic for this purpose. How- 
ever, the drug has been supplanted to a large 
extent by newer drugs. Picrotoxin is a potent, 
long-lasting stimulant. A plateaulike peak effect 
gradually develops within five to 20 minutes after 
an intravenous injection, which is sustained for 
as long as 30 minutes, depending upon the degree 
of depression. The dose is individualized by cau- 
tious fractionation of 2- to 3-mg. portions intra- 
venously at two- or three-minute intervals until 
signs of elevation of reflex activity appear. 


BENZEDRINE AND CAFFEINE 


Benzedrine and caffeine are not suitable as 
respiratory stimulants in severe respiratory de- 
pression because they act primarily on the cortex 
and have little effect on the brain stem. They may 
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be used for overcoming the drowsiness of the re- 
covery phase of depression from barbiturates and 
other hypnotics. Atropine has been used as a 
respiratory stimulant. The drug is of questionable 
value for this purpose because its central action 
is, relatively speaking, feeble. Camphor, likewise, 
is of no practical value as a stimulant because it 
is poorly soluble in water and its primary site of 
action is not the medulla. 


BEMEGRIDE AND RITALIN 


The most promising of the newer analeptics 
are bemegride and methylphenidate (Ritalin). 
The writer and his associates have evaluated both 
drugs in a controlled study in humans and com- 
pared them with Metrazol, nikethamide, caffeine 
and picrotoxin. The subjects studied received 150 
mg. secobarbital intravenously at two different 
times several days apart. 

The first time the drug was used alone; the 
second time the barbiturate was followed by the 
stimulant under study. No remarkable differences 
were noted between the two new stimulants and 
the four older ones. All were equally effective in 
overcoming the light hypnosis obtained with this 
dose of secobarbital. However, in severe depres- 
sions due to overdosage of hypnotics from suicidal 
attempts, both bemegride and methylphenidate 
(Ritalin) are more effective than the older estab- 
lished drugs. 

Picrotoxin has been supplanted by bemegride 
(Megimide) and methylphenidate (Ritalin). 
Bemegride is a glutarimide (beta ethyl methyl 
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beta glutarimide) chemically allied to the hyp- 
notic glutethimide (Doriden). 

It is not unusual to find that modifying the 
structure of a hypnotic may result in a compound 
which stimulates instead of depresses and acts as 
a convulsant. This has been noted with certain 
barbiturates. When bemegride was first intro- 
duced, it appeared to be a specific antagonist for 
barbiturates and was believed to act by com- 
petitive inhibition to displace the barbiturate 
from the brain cells. Ample evidence has been 
presented which indicates that the drug is not a 
specific antagonist for barbiturates. It is a non- 
specific analeptic and convulsant that acts di- 
rectly upon the brain stem. The hypnotic effect of 
barbiturates may be antagonized by the intra- 
venous injection of fractional doses of 50 mg. 
over intervals of several minutes. 

Reports are numerous of the successful use of 
bemegride in patients who have ingested large 
doses of barbiturates with suicidal intent. We 
have used bemegride to treat 80 patients admit- 
ted to Charity Hospital for coma due to barbitu- 
rates, glutethimide (Doriden), meprobamate 
(Miltown and Equanil) and other hypnotics. 
The drug is superior to Metrazol, nikethamide or 
picrotoxin for restoring reflex activity to normal 
levels. In milder degrees of overdosage, the pa- 
tient is stimulated to the point of arousal. Reflex- 
es are activated and the sensorium is cleared. The 
margin between the dosage which gives improved 
ventilation and the one which causes convulsions 
is wider than it is with picrotoxin. 


JOHN ADRIANI, M.D., a member of GP’s Editorial Advisory Board, holds 
four important posts. He is professor of surgery, Tulane University School 
of Medicine; clinical professor of surgery and pharmacology, Louisiana State 
University School of Medicine; professor of general anesthesia, Loyola Uni- 
versity School of Dentistry, New Orleans; and director of the department 
of anesthesia, Charity Hospital, New Orleans. Dr. Adriani, who has written 
seven books on anesthesia and over 200 scientific papers, took his specialty 
training at Bellevue Hospital, New York. 
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picrotoxin seldom occurs. This is in contrast to 
experiences with bemegride which is capable of 
causing arousal in most patients. Administration 
of picrotoxin beyond the point of elevation of 
reflex activity, in attempts to obtain arousal, is 
hazardous and may lead to convulsions. Arousal 
was obtained in 75 per cent of the patients we 
treated with bemegride. In the remainder the 
respiratory exchange was augmented, the vital 
signs were improved and the reflexes activated 
toward normal. The general response in those 
who failed to respond was similar to that ordi- 
narily seen when picrotoxin is employed. 

The dosage used varied widely, depending 
upon the patient, drug and dosage injected. The 
minimum was 125 mg.; the largest dose, 1,925 
mg. The drug is administered in 50 mg.- (25 mg. 
for children) increments at three- to five-minute 
intervals until signs of arousal appear. Regres- 
sions or failure to obtain arousal were most fre- 
quent in patients who had ingested phenobar- 
bital or glutethimide. Regressions were less fre- 
quent when coma was due to short-acting bar- 
biturates, such as secobarbital or pentobarbital. 
Arousal likewise was not obtained when deep 
coma was due to ingesting combinations of bar- 
biturates, narcotics, phenothiazines and other 
hypnotics. 

Methylphenidate (Ritalin) was less effective 
than bemegride but more effective than picro- 
toxin. In other words, Ritalin is second to beme- 
gride. Like bemegride it has a wider margin of 
safety than picrotoxin. It was effective in mild 
depression. Patients receiving 60 to 1,100 mg. 
were elevated to a level of reflex activity in which 
they responded to painful stimuli. Treatment was 
then continued until the patient awakened or 
signs of excitation activity appeared. Nausea and 
vomiting and postarousal agitation were more 
frequent after methylphenidate (Ritalin) than 
bemegride. 

It is true that excellent results have been re- 
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Devices that direct electric currents to the brain are of dubious 
value in drug-induced depressions. 


ported by those who disapprove of stimulants 
and prefer the “sleep-it-off” regimen. Neverthe- 
less, the advantage in arousing comatose patients 
is obvious to those responsible for providing un- 
interrupted intensive therapy and to the phy- 
sician who is concerned with terminating the ill- 
ness as soon as possible. Routine use of analeptics 
following conclusion of barbiturate anesthesia 
(thiopental, thiamylal, etc.) has been suggested 
but is discouraged. Attempts to restore patients 
to a state of wakefulness cause muscle twitches, 
exaggerated reflexes, mild convulsive states and 
disorientation. 


Objections to Stimulants 


The following objections are offered by those 
opposed to analeptics: 

1. They neither accelerate the destruction of 
nor facilitate elimination of the depressant drug. 
The body is confronted with eliminating two 
drugs instead of one after the use of stimulants. 
This has been substantiated by studies with radio- 
active tracer substances. It may be a valid ob- 
jection from a theoretic point of view, but prac- 
tically speaking it is not. 

2. After the stimulating phase, the analeptic 
superimposes a depression of its own upon the 
depression caused by the hypnotic. This may 
occur when the drug is pushed beyond the limits 
of therapeutic usefulness into the zone of con- 
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Respiratory 
Stimulants 


Carbon dioxide inhalations are sometimes used in treating 
drug-induced respiratory depressions. This is not only a use- 
less procedure but also may be dangerous. 


vulsions. Depression invariably follows convul- 
sions induced by analeptics. This can be avoided 
if care is exercised. 

3. Analeptics increase the oxygen demands of 
cells already depressed by a coexisting anoxia. 
Stimulation increases cell metabolism. This is 
a theoretic consideration. 

4. Stimulation is accompanied by side actions, 
which include nausea, vomiting, tremors, twitch- 
ings, hypertension, etc. These reactions vary with 
the drug. 

5. Convulsions may follow inadvertent admin- 
istration of an analeptic to a patient who is mis- 
takenly assumed to be overdepressed, or the in- 
advertent overdosage to one who is depressed. 
The margin between the medullary stimulating 
dose and that which causes convulsions is narrow 
with some stimulants. 

In severe depressions this matter should cause 
little concern because the more severe the de- 
pression the larger the dose which can be given 
without stimulation. 
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Antinarcotics 
NALORPHINE 


Nalorphine, often referred to as an antinarcotic, 
is chemically allied to morphine. The drug differs 
from the analeptics because it is not a stimulant 
and convulsant. It is primarily effective in re- 
versing the respiratory depression caused by 
opium alkaloids and synthetic narcotics. Al- 
though its mode of action is not fully understood, 
it is believed that it acts by competitive inhibi- 
tion and displaces the narcotic from receptors in 
the nervous system. Used alone it manifests 
pharmacologic effects suggestive of a feeble nar- 
cotic. Administration to patients who have had 
an overdose of a narcotic causes the respiratory 
rate to be restored to seemingly normal levels. 
The restoration is sustained so that repeated ad- 
ministration is not necessary once the reversal 
has occurred. The drug differs from the analeptics 
in this respect. 

The drug is also suitable for antagonizing res- 
piratory depression due to meperidine, Dromo- 
ran, alphaprodine, methadon and anileridine. The 
action is primarily on the brain stem; the sen- 
sorium remains clouded even though respiratory 
depression is reversed. Nalorphine is ineffective 
for depression due to the volatile anesthetics, the 
nonvolatile, non-narcotic hypnotics, such as 
chloral, paraldehyde and the barbiturates. In 
fact, it may even enhance the depression caused 
by drugs other than narcotics. 


LEVALLORPHAN 


The allyl counterpart of Dromoran, levallor- 
phan (Lorfan) is pharmacologically similar to 
nalorphine but more potent. One-tenth to one- 
fifth of the dose on a milligram-per-milligram 
basis is equivalent to 1 mg. of nalorphine. Leval- 
lorphan does not come under the scope of the 
Harrison Narcotic Act; nalorphine does. Lorfan, 
therefore, is readily available in urgent situations. 
Ordinarily 5 mg. of nalorphine intravenously 


Volume XX, Number 5 GP 


GI 


cause: 
$ Ten n 
10 mg 
Py! te, J jis 
4 7) thiaz 
nalor 
are li 
cacy 
| 


causes a perceptible increase in minute volume 
exchange if the patient is depressed by a narcotic. 
Ten mg. intravenously are sufficient for complete 
reversal of respiratory depression. Failure of a 
10 mg.-dose to induce some degree of reversal is 
presumptive evidence that the depression is not 
due to a narcotic. Doses exceeding 15 mg. may 
cause depression. ; 


AMIPHENZAOLE 


Recently British workers have advocated the 
use of amiphenzaole (Daptazole-diamino-phenyl- 
thiazole) as an antagonist for the narcotics. The 
behavior of the compound is said to be similar to 
nalorphine. Clinical experiences in this country 
are limited, but the drug appears to lack the effi- 
cacy of nalorphine or levallorphan. 


CARBON DIOXIDE INHALATIONS 


Carbon dioxide inhalations have been used to 
counteract drug-induced respiratory depression. 
Use of the drug for this purpose is discouraged. 
The respiratory centers depressed by an over- 
dosage of a drug no longer respond to an eleva- 
tion of plasma carbon dioxide. The total blood 
carbon dioxide content and carbon dioxide ten- 
sion are elevated in depressed states. The de- 
pressed respiratory center cannot respond to car- 
bon dioxide in any concentration. Administration 
of more carbon dioxide is not only useless, but 
may also be harmful, because it further enhances 
the existing respiratory acidosis and any existing 
metabolism. It also may cause circulatory de- 
rangements and further respiratory depression. 


Author’s 
Choice 


GP 


November 1959 


UNDER WHAT CIRCUMSTANCES should the traditional customs of scientific publications 
be followed, and under what circumstances is it preferable to give a scientific report 
to the public press prior to its appearance in a scientific journal? The research worker 
has a choice. If he presents his material in an open meeting or gives it directly to the 
press, newspapers can report it immediately. The material reaches the public quickly 
—if at all—but relatively unscreened and rarely in sufficient detail to enable other 
scientists to form their own judgments about the adequacy of the conclusions. 

If the report is published in a scientific journal, it does not reach the public as 
quickly, but when it does, it has survived critical scientific review, has frequently been 
made clearer as a result of suggestions from the editor or referee, and is published in 
sufficient detail to enable scientific colleagues to appraise data and methods as well as 
conclusions. 

Custom dictates that the choice be made by the scientist rather than by the in- 
stitution that supported the work or the editor to whom the account of it is submitted. 
Both alternatives have their proper uses, but there is not yet agreement on the condi- 
tions under which each is preferable. Until agreement is reached in the criteria for 
each, we will honor the choice an author makes when he sends an article to Science. 
We will continue to have articles critically reviewed and will publish the accepted ones 
in sufficient detail to enable other scientists to gain more information than they can 
normally get from newspaper accounts. Note, however, that when an author wishes 
to reach the public more quickly, there is an alternative channel open to him. 

We think it desirable that both scientists and journalists have a clear understanding 
of the nature of these options.—D.W.—Editorial, Science, 129:1247, 1959. 
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Critical evaluation of drugs can be performed 
in the practice of almost any general practitioner. 
The family doctor is especially qualified 

to forestall unwarranted therapeutic claims 

for new agents or combinations. 

And in the course of such clinical investigation, 
he becomes a better doctor. Careful 

observations, planned controls, complete 

records and reading are the requirements. 

A critical approach is necessary. 


FACILITIES for original, or complicated drug re- 
search are not usually available to the average 
general practitioner. Yet, almost any interested 
physician can add to the sum and store of medical 
knowledge by his own evaluation of new agents 
or his appraisal of recommended methods of 
treatment. 

A critical approach and carefully planned con- 
trols are required to assure the scientific accuracy 
of conclusions reached. 

Few patients enjoy being categorized as clini- 
cal “guinea pigs,” but almost all patients are 
flattered to learn they are participating in a re- 
search program, even on a minor scale. No sig- 
nificant medicolegal problems should arise unless 
the investigator is grossly careless in adjusting 
individual dosages, in ignoring untoward reac- 
tions or not promptly recognizing early evidence 
of individual drug idiosyncrasy. 
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JAMES E. REEVES, m.p. 
San Diego, California 


Drug Evaluation in General Practice 


Techniques of Clinical Drug Research 
ALTERNATING NEW AND OLD 


There are three general methods of drug evalu- 
ation. The first and simplest consists of adminis- 
tering a new drug or combination of agents to 
alternate patients with similar complaints or 
diseases, observing results obtained with the new 
compared with the old. 

A variant of this first method of evaluation 
is to substitute the new agent in patients receiving 
the old treatment, with critical comparison be- 
tween the two. 


PLACEBO CONTROL 


A second method for evaluating new drugs, 
which lends itself especially well to private prac- 
tice patients, is the use of placebo control. The 
medication under consideration can be employed 
for a reasonable period and the results observed. 
Then a placebo, preferably exactly the same size, 
shape and color, is ‘urnished to the patient. Bene- 
fits from placebo administration will vary greatly 
depending on the type of symptoms or disease 
process treated. Jellinek noted at least 60 per 
cent of 199 subjects obtained relief from the pain 
of chronic headache with placebo treatment. 
Lasagna and his associates observed that about 
30 per cent of 165 postsurgical patients were re- 
lieved of pain by placebo on one or more trials. 
Careful recording of results obtained and record- 
ing all patient’s comments impartially will reduce 
erronecus (and - possibly embarrassing) deduc- 
tions. 
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THE DOUBLE-BLIND TECHNIQUE 


The most scientific of the three methods pro- 
posed for drug evaluation in general practice, is 
the double-blind technique. Identically shaped, 
colored and sized medicaments can be given code 
numbers or names, the code to be revealed only 
at completion of the evaluation. 

As an example of such a study performed in 
my practice, three identically appearing tablets 
were supplied to 71 private patients who had 
symptoms arising from anxiety and tension. One 
of the tablets contained triflupromazine, one 
chlorpromazine, and the third consisted of milk 
sugar. Each patient was given 100 of the tablets, 
in random order, and instructed to use one after 
meals and return in about 30 days for examina- 
tion and additional medication. 

Benefits reported were appraised objectively 
and subjectively as well as can be done with 
functional complaints. It was no great surprise 
to find that few patients took their medication 
with a great degree of regularity. They usually 
returned 10 to 30 tablets at monthly visits, but 
the same conditions obtained for each of the three 
agents used. Table 1 shows the results recorded. 
One interesting observation, slightly surprising, 
was the occurrence of nausea and vomiting in 
two patients when taking the placebo. 


Benefits of Careful Observations 


Some of the benefits of the programs suggested 
are obvious. The additional reading and study 
incident to drug evaluation or the disease being 
treated will help in other similar problems. The 
stimulation to keep abreast of mounting volumes 
of medical literature will be pleasant to experi- 
ence and fruitful to future patients. The critical 
analysis of patient’s reports, and physical and 
laboratory examinations to measure results will 
sometimes uncover previously unsuspected “‘sec- 
ond’’ diseases or conditions. 
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TABLE 1. 


Results of Administration of Chlorpromazine, 
Triflupromazine and a Placebo 

to 71 Ambulatory Patients with Symptoms 
Arising from Tension and Anxiety 


Chlorpromazine 


There can often be financial saving to the pa- 
tient. Sometimes pharmaceutical companies will 
supply liberal amounts of new products to the 
properly motivated general practitioner. Evalu- 
ation forms and records may often be had. Ab- 
stracts of current literature on the subject under 
study will often be furnished by the manufac- 
turer. This latter service should not deny the 
physician the real pleasure of reading another 
worker’s original words on the subject. 

Facilities, equipment and laboratory aids nec- 
essary to evaluate new drugs will vary greatly, 
depending on the drug or drugs in question. How- 
ever, most general practitioners are able to crit- 
ically appraise the clinical results of many new 
drugs. One benefit from the labors recommended 
will be to help elevate the status of the general 
practitioner. Too many forget the numerous real 
contributions to medical science made by general 
practitioners, e.g., William Jenner’s discovery of 
smallpox vaccine. 


A coupon for ordering a bibliography accompanying this arti- 
cle may be found adjacent to or near the Index to Advertisers. 
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Depressive Episodes 


ROSSER P. ATKINSON, m.p. 


Department of Neuropsychiatry, Lahey Clinic 
Boston, Massachusetts 


This paper describes the various types 

of depressive episodes, delineates 

some of the guises under which depressions 
appear, and records the results of treatment 

in 148 patients studied during 1958 (TABLE 1). 


BECAUSE of the way depressive episodes assault 
social and domestic relationships and devastate 
the emotional economy of their victims, these 
states can properly be termed “‘assassins.”’ They 
destroy bodily integrity, not only because de- 
pression often leads to suicide, but also because 
these emotional reactions place intense demands 
upon physical structures, especially the cardio- 
vascular and gastrointestinal systems and the 
pancreas. Any organ may suffer. Severe malnu- 
trition and avitaminosis are produced. Disorders 
suffered in the past may be exacerbated, e.g., 
asthma, migraine, peptic ulcer and atopic 
eczema. 

Because of the ceaseless onslaught by pressures 
of disoraered emotions and the uniform lack of 
relief provided by medication, the sufferer even- 
tually becomes desperate and begins to employ 
last-ditch defensive improvisations. The cajoling, 
sympathy, scolding and heart-to-heart talks of 
friends and relatives, as well as the various in- 
effective medications of physicians, fail to halt 
the relentless march of the disorder. Despair and 
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panic ensue and the patient grasps at straws, 
trying to devise a rational or circumstantial es- 
cape from his predicament. Unfortunately, these 
attempts are frenetic caricatures of logical secur- 
ity devices. Because of the intensification of the 
patient’s focus upon himself and his bodily pro- 
cesses, he loses the rationale of his relationship to 
his environment. Economic and moral judgments 
are suspended. Previous personal standards dis- 
integrate and friends and relatives are bewildered, 
angered or shocked by the vast personality 
upheaval. We have seen incredible sums of money 
dissipated and social and economic standing ir- 
reparably damaged before the emotional process 
could be brought under control. Fortunately, we 
have also been able to forestall damage. 

Guided by the impulsive ideation that action 
will relieve the onerous pressure of feelings that 
can no longer be tolerated, some individuals will 
divorce and remarry; some seek extramarital 
partners; others sell or neglect businesses, take 
severe speculative risks, sell their homes or move 
to other parts of the country. Some will resort to 
drugs and alcohol, as well as to other excesses. 
Many become wracked with guilt and disclose 
past indiscretions to their marital partners or 
other important figures. 

One clergyman was providentially dissuaded 
from confessing from the pulpit intimacies with 
two parishioners, believing that only through 
this absolution could he obtain surcease from 
the intolerable grip of his emotions. Another el- 
derly man, who had long served as a fiduciary 
agent of a large university, wished to disclose 
an embezzlement 35 years ago, even though the 
money had since been replaced. 

Just as an assassin operates under a cloak or 
disguise to conceal his true identity, the depres- 
sive syndromes often strike in protean forms. 
Because of their multiple guises, the depressive 
undercurrents are often overlooked or ignored 
and the physician thinks the depression is the 
result of a fundamental somatic disorder. 
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Reasons for Misdiagnosis 
ISOLATED PERSONALITY CHANGE 


In the early stages of some attacks, the symp- 
tomatology usually associated with depression 
may be minimal, so that diagnosis is indeed very 
difficult. The individual may be merely irritable 
or extremely upset by trivia. Every normal per- 
son undergoes such experiences but these are 
usually of short duration. When viewing a sus- 
tained reaction which is either the antithesis of 
the person’s previous personality or is a severe 
accentuation of previous traits, we must be wary 
and take steps to alert the individual (if he is 
approachable) or the family, or both. Depression 
is anger turned inward and.it causes severe dis- 
comfort. In the earlier stages before the approach 
of ego overthrow, the individual fights back and 
seeks to externalize this anger. As rational crea- 
tures, we have to justify anger before we can 
externalize it, however faint the justification may 
be. Thus, blame is placed upon fancied or actual 
hurts imposed by our environment. The sense of 
proportion is gravely perverted. Persons usually 
blamed by the patient include the marital part- 
ner, children or parents who have not loved him 
enough, or employers who have not appreciated 
his true worth. The patient’s demands upon 
them for increased consideration become more 
urgent and the rules more stringent. Paranoid 
feelings toward business associates or employers 
develop. The caldron becomes hotter and the 
anger erupts with increasing ease, sometimes 
with irrevocable results. 

In others, especially those who have gone 
through life bending over backward to avoid 
offending anyone, an intense fear and feelings of 
severe unworthiness and inadequacy become 
prevalent. “The boss does not trust me any more; 
he is looking for a replacement; it will only be a 
short time until they see through me.’ Such 
statements are typical expressions of this type of 
insecurity. Self-esteem is at a severe low, and 
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complimentary statements or reassurances are 
not accepted. Illustrative of this are the follow- 
ing two cases. 

Case 1. The first patient was a well-known 
businessman with a thriving business in a small 
town. He was married and had one child. He had 
always been a considerate husband and his 
business conduct was impeccable. He began tak- 
ing out a waitress, moved out of his home, and 


_ lived with the mistress in another dwelling in the 


same community. This was a small town in which 
his mother and two brothers also resided. His 
wife began to suffer from peptic ulcer and his son 
dropped out of college and subsequently made a 
hasty, “shotgun” marriage. The man _ began 
drinking and frequenting night spots, and be- 
cause he had allowed his inamorata to frequent 
his golf club, he was asked to resign. In the early 
stages no symptoms of change in sleep cycle were 
noted, but on the one occasion that I talked to 
him, when his wife was in the hospital, it was 
obvious that his judgment was severely impaired. 
Eventually a full-scale depressive episode de- 
veloped. 

Case 2. A 50-year-old businessman became 
enamored of a young woman. He too began 
drinking and told his wife that he had never 
loved her, just realized it and wanted a divorce. 
He then told this story to his rigid, Scotch 
Presbyterian employer, the owner of the firm, 
who took such a dim perspective of his employee’s 
intentions that he fired him. Although this man 
had been a definite father figure to him, the 
patient refused to accept the gravity of his dis- 
missal. He continued to drink heavily, became 
very tense, took many types of tranquilizers and 
sedatives, and within nine months suffered a 
slight stroke. Through talks with the patient and 
his wife, an effective rehabilitation program has 
been initiated. He has responded very well to 
psychotherapy and Marsilid, and at the age of 51 
is somewhat on the way to recovery. At present 
he is self-sufficient in another area of business. 
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The wife stated that in the early stages of this 
episode her husband had experienced gastro- 
intestinal symptoms and had consulted several 
doctors. She had vainly tried to tell the phy- 
sicians that he was not himself any more and 
had had a complete personality change. She was 
given only superficial reassurances: The husband 
was going through the “male menopause;’’ it 
was just a phase; he was “feeling his oats” 
temporarily, and so forth. 


— 


PHYSICIAN’S IGNORANCE 


The situation is being rectified in medical 
school curricula, but until eight or ten years ago. 
very few students wete exposed to psychiatric 
teaching. Many doctors have not acquainted 
themselves with recent trends in neurophysiology 
and are still unable to view the central nervous 
system as an integral part of the patient’s prob- 
lems. Thus, they find it difficult to accept the 
impact of emotion upon peripheral structures. 


IDENTIFICATION OF DOCTOR WITH PATIENT 


Just as the doctor unconsciously fears or would 
be unwilling to accept the symptoms he might 
experience as the result of stressful emotion, he is 
also unable to accept the existence of such a con- 
dition in his patient, saying: “I have known Joe 
Jones for many years. He couldn’t have that. I 
have always known he is a very stable in- 
dividual,” ete. In the ancillary professions of 
medicine, registered nurses are often the most 
hostile to psychiatric diagnoses, not only refusing 
to accept the diagnosis in themselves but also 
refusing to acknowledge it in friends or relatives. 
I have seen many doctors angrily reject the 
diagnosis, and in their rejection it was apparent 
that the diagnosis would be so abhorrent to them 


Depressive undercurrents are frequently ignored in making diag= 
noses. Deep depression may wear many disguises. For example, 
it may :imulate migraine headache, peptic ulcer or atopic eczema. 
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that they could not accept it for anyone else. 
This type of reasoning is often seen in doctors 
treating alcoholics. They may routinely say, 
“Yes, he does drink too much, far more than he 
should, but he is not an alcoholic,” although the 
individual obviously is. The same is true of their 
reports of drug addiction. 


The Disguises 
SOMATIC (PSYCHOLOGIC) EQUIVALENTS 


It is axiomatic that whenever any painful 
somatic disorder has been attended by great 


Psychiatrists have learned that depression is anger turned 
inward. Some depressed individuals attempt to externalize this 
anger, and stormy relations ensue, often involving a spouse, an 
employer or other close associates. 
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emotion, a permanent neurophysiopsychologic 
pathway is constructed. This may lie dormant 
but is capable of reawakening under the proper 
circumstances. It is true that a depressive re- 
action reactivates powerful emotions, and I feel 
that the same mechanism that is operative in 
conversion hysteria can be renascent in depres- 
sive reaction. Thus, instead of a conscious mem- 
ory of something painful, an innervation may 
occur. This can revive traumatic experiences suf- 
fered by the individual at any time of his life, or 
it may revive traumatic experiences suffered by 
other people who are emotionally significant to 


.the patient. We have all had experience with the 


patient whose mother or father has died of 
coronary thrombosis and who appears in a few 
weeks complaining of chest pain and requesting 
cardiac studies. 

Case 3. A striking example of this was a 37- 
year-old woman who was sent for diagnosis be- 
cause of failure to improve after an exploratory 
laparotomy. She had diabetes, which was con- 
trolled, and was addicted to Demerol. Severe, 


intractable abdominal pain had been present for i 


many months and the results of all organic tests 
proved negative. When I first saw her, the facial 
and bodily contortions were strikingly reminis- 
cent of labor. Finally this was obtained: 

She and her husband had three daughters and 
both desperately wanted a son. For unknown 
reasons, at the birth of her last child the cervix 
had been amputated, and the doctor had warned 
that another pregnancy would be fatal to her or 
the child, or to both. Although their religion did 
not sanction contraception, the couple did prac- 
tice some birth control until they decided to risk 
having a child, which they hoped would be a boy. 
She became pregnant and gained a great amount 
of weight. After an exhausting labor, she de- 
livered a dead 1214-pound boy on November 7, 
1943. Early in November, 1956, her eldest daugh- 
ter had a boy, the first grandchild. After delivery, 
the daughter left the child with her mother while 
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she rejoined her husband who was in the service. 
During this period the patient felt extremely well, 
but in the late spring of 1957 the daughter and 
her husband took the child and set up a home 
following the husband’s army discharge. 

The patient stated that abdominal symptoms 
began early in July and became so severe during 
the summer and fall that laparotomy was per- 
formed the first of October, with no positive find- 
ings. She returned to her home in mid-October 
and felt fairly well. During the first week of No- 
vember, 1957, another type of pain developed. 
This, she explained to me, was different from the 
pain for which she was first operated on. She 
stated that it felt like labor pains, but “they 
didn’t seem to go clear down my body like the 
previous labor pains. They seemed to run into 
something. They didn’t go all the way.” This 
was interpreted as the type of labor pain she had 
in 1943 as the result of a rigid remnant of the 
cervix which had been amputated and would 
not dilate. 

When she was seen here her pain was different 
j in that she described a typical bearing-down 
pain. Lying in bed she went through all the mo- 
tions compatible with a hard labor pain, begin- 
ning in the back, extending to the upper epigas- 
trium, and finally progressing wavelike down 
over a distended abdomen. She stated that these 
pains had been consistently like the last part of 
her labor and she was able to recall how similar 
they were to. those experienced during delivery 
of her last child. 

This whole picture could in a sense be con- 
strued as an anniversary reaction in that the 
dates were almost identical and certainly the ex- 
perience was triggered by the appearance of a 
baby boy in the home. The patient was able to 
recognize her resentment toward her daughter 
for being more fortunate than she in having a 
son, and also her resentment against her daugh- 
ter for taking the child away from her. Her anger 
and resultant guilt seemed prominent in precipi- 
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Excessive drinking usually can be traced to some psychic 
depression. 


tating the depressive reaction which took the 
form of complete recapitulation of the unfortun- 
ate pregnancy. 

The onset of the pain in the summer seemed 
to coincide with the time that she felt life in 1943, 
and the recurrence of the different type of pain 
in November coincided exactly with the birth 
of the dead child 14 years before. Appropriate 
medication, psychotherapy and her excellent in- 
sight and cooperation enabled her to discontinue 
the Demerol and to obtain complete freedom 
from pain within a week. She went home after 
ten days, at which time she had no discomfort. 
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GASTROINTESTINAL MANIFESTATIONS 


This is probably as common, if not more so, as 
the psychologic manifestations of depression. No 
statistics are available, however. The most com- 
mon symptom I see is irritable colon. Flare-ups 
of previous peptic ulcers as well as incipient ul- 
cers have been seen. Patients with these dis- 
orders, of course, require gastrointestinal man- 
agement but this alone is not curative. I have 
also witnessed exacerbations of pancreatitis and 
biliary tract disorders. 

Case 4. An example of this was a 62-year-old 
housewife whose childhood training was rigid and 
religious. She married a man of her own age but 
who appeared very much younger and was quite 
handsome. It was later discovered that this man 
had humiliated her with other women even 
though he posed as an exemplar of righteous liv- 
ing in the well-ordered suburban community in 
which they lived. 

This patient had come from a remote area, 
had built a wide circle of friends in her commu- 
nity and was deservingly well liked and re- 
spected. Until shortly before she entered the 
hospital, she did not know that her husband 
had planned to retire and had selected as the 
place for his retirement the exact area in which 
she had originally lived and which she hated. To 
climax her predicament, her favorite son had 
married a girl to whom she objected very stren- 
uously, terming her a “frivolous glamour girl,”’ 
who was pregnant when the son married her. 

The patient entered the hospital with gastro- 
intestinal symptoms, pronounced abdominal 
swelling and cramping pains which were definite- 
ly reminiscent of labor. 

It was eventually discernible that through the 
patient’s symptoms she was: (1) denying her 
menopause, (2) expressing a birth fantasy, (3) 
expressing an intense resentment toward both 
the son and the husband and (4) avoiding a 
frank depression. She was advised against oper- 
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ation but decided nonetheless to undergo one. 
No abnormality was found at surgery, and it 
was predicted that she would return with a dis- 
order of another organ system, which she did 
within three months. At that time she had a 
picture of rheumatoid arthritis involving only 
the left side of the body, together with great evi- 
dence of depression. Electroshock therapy was 
decided upon and accepted, after which she made 
an excellent recovery. 

Because of identification of anniversary reac- 
tions, when the examination does not sustain the 
suspicion of organic disease, it is wise to ask the 
patient whether an episode of this nature has oc- 
curred previously or whether members of his fam- 
ily have had a similar experience. 

Case 5. A case in point was a patient aged 47, 
in the hospital with typical gallbladder symp- 
toms although the gallbladder had been removed 
15 years before. She was quite tense, slept poorly 
and cried a good deal; it was felt that she was ex- 
periencing an acute anxiety state. Further exam- 
ination gave credence to the suspicion of an un- 
derlying depression, however, and the following 
history was eventually secured. When she was 17 
she had deliberately rebelled against her very 
strict, rigid parents and had almost purposely 
become pregnant. The man was much older than 
she. She had been living away from home but 
returned to have the baby and, of course, suffered 
a great deal of abuse and contempt for inflicting 
shame on the family. The man had offered to 
marry her but she refused. Instead, she worked 
and lived with her mother and father for a num- 
ber of years. Finally, ten years later, she married 
the father of the child. She refused to have inter- 
course with him. At the age of 47 her mother had 
an acute attack of gallbladder disease and died on 
the operating table, and at the age of 47 the pa- 
tient experienced similar symptoms. 

Her daughter was a psychiatric nurse who also 
had lived with her mother until this particular 
year, when she went to New York to work ina 
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psychiatric hospital. It is possible that the 
daughter’s leaving home could have precipitated 
the reaction, and it was certainly obvious that 
this was not only an anniversary but an identifi- 
cation reaction with her own dead mother. She, 
too, was able to grasp the dynamic significance of 
this and gain insight into her problem, and a good 
recovery was effected. The pain was not com- 
pletely gone but she was able to get along, and in 
the past year it has subsided so that she is experi- 
encing little or no discomfort. Laparotomy was 
averted. 

Case 6. Another example of this was a 53-year- 
old woman who was a beautiful, talented musician 
and a former resident of New England. She was 
one of four children, with a good family back- 
ground. She went abroad to study and there met 
and married a very self-centered, unstable artist 
who did not want to settle down and who did not 
want children. They moved many times to vari- 
ous exotic places and finally he decided that they 
should move to his old family home in the South. 
He had not fared too well economically but was 
not a complete failure. The wife had wanted 
children but had acquiesced to his wishes in this 
regard. She also longed for her native state, 
loved the change of seasons, but when she wished 
to visit home her husband would either not ac- 
company her or would make himself so disagree- 
able that she would not come. She, also, had 
been schooled not to display hostile feelings. 
Later a great deal of suppressed hostility was 
obvious. 

The patient came to the clinic in great pain, 
with a history of diarrhea of an episodic nature 
and severe headaches. A complete physical exam- 
ination revealed no disease other than irritability 
of the colon. I was asked to see her and she told 
me that about every three weeks she had a severe 
headache that would last one or two days, and 
then diarrhea, which lasted for three days. As 
she felt the first loose stool pass, the headache 
would begin to subside and would diminish in 
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TABLE 1. 


Diagnosis in 148 Cases 
Manic depressive reaction ............ 4 
Psychologie equivalent of depression. ....... 38 
Gastrointestinal syndrome with depression 


Irritable colon (21) 
Peptic ulcer (2) 
Ulcerative colitis (1) 


Chronic brain syndrome with depression. .... . 9 
Alcoholism with depression ........... 3 
Hypertension with depression .......... 2 
Skin reaction with depression .......... 2 
Torticollis with depression. ........... 1 

Total 148 


intensity until she was completely free of pain 
at the end of three days, at which time the diar- 
rhea ceased. Knowing of her frustrated mother- 
hood and the probable hostility to the man who 
had been responsible for her present predica- 
ment, I asked her if she had not menstruated on 
approximately a three-week cycle before she went 
through the menopause. Surprised, she said, 
“Yes, how did you know’’? I told her it was a 
lucky guess and then I went on to explain how 
I thought the colon and rectum were acting as 
vicarious menstruating agents. She was willing to 
accept this explanation, as was her now frightened 
husband, and she left the hospital within three 
days. Although she still suffers from an occasional 
episode of diarrhea and headache, she is free of 
hospitals, has avoided surgery and has accepted 
in full the reason for her symptoms. Since she was 
unable to alter her environment, she was also 
told that she would probably continue to experi- 
ence symptoms from time to time, but we hoped 
that she could understand them and work with 
them, which she has done. 


REAPPEARANCE OF SHOCK ORGAN SYNDROME 


I have seen only one case of recurrence of true 
migraine after the symptom had been dormant 
for many years. In women who have previously 
had migraine, which often slows down or stops 
after the menopause, we have seen depressive 
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episodes ushered in with recurrence of headaches. 
Patients loosely term these “my old migraines,” 
or they have been told by physicians that the 
headaches are a recurrence of the migraine. True 
migraine does not occur daily; it is episodic and 
is typically hemicranic. Because the head had 
been the site of previous disorder in the indi- 
viduals studied, symptoms referable to this area 
would be expected in great emotional upheavals, 
but these were rarely typical migraine headaches. 

In November and December, three women 
were being treated in the hospital for intractable 
asthma of four months’, eight months’ and over 
one year’s duration, respectively. Their ages 
ranged between 50 and 52; all had had childhood 
asthma, but none had suffered from it after age 
12. All were typically agitated and depressed, 
and the usual medical remedies had failed to 
provide conspicuous or sustained relief. The staff 
members recognized the depressive elements, and 
I was asked to see these women. Two of them 
responded to Marsilid. One did not, but after her 


second electroshock treatment was free of symp- 


toms. She was given five more treatments and 
has suffered no recurrence. Atopic eczema is also 
seen under similar conditions. 


ALCOHOLISM OR DRUG ADDICTION 

‘Many episodic or periodic drinkers, as they are 
termed, are considered beyond redemption. 
Treatment is deemed useless. I have seen several 
such patients respond to antidepressive therapy 
when a careful history and consultations with 
members of the family were made. It is usually 
found that drinking begins when an episode of 
psychic depression occurs. This has also been 
seen with phenobarbital and Demerol addiction. 


Depression as a Sign of Cerebral Disorders 
BRAIN TUMOR 


Case 7. A 53-year-old woman was hospitalized 
for an endocrine study by her physician, who 
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thought thyroid disease might be present because 
of her extreme nervousness. The patient pre- 
sented a typical picture of agitated depression: 
insomnia, crying, pacing around the room, ex- 
treme irritability and verbalization of thoughts 
of death. Consultations with other neuropsychia- 
trists were held and a neurologic examination re- 
vealed no abnormality. Finally it was decided 
that a course of electroshock therapy should be 
tried. 

The diagnosis changed however, when the 
nurse reported that the patient had left her bed 
in a ward and nonchalantly urinated on the floor, 
in the presence of five other women. The husband 
then revealed that she had been wetting the bed 
at home; he had wondered about it but had been 
too ashamed to tell the doctors. An air study was 
performed and a sagittal sinus tumor of the 
frontal lobe was subsequently removed. The pa- 
tient recovered completely. 


SENILITY 


It is true that a prominent type of senile psy- 
chosis is the depressed, agitated variety. We have 
not found electroshock therapy especially helpful 
in these cases. 


Treatment and Results 


Nearly all of the patients in the series had been 
referred because of diagnostic problems and had 
received medication of varying sorts; some had 
received tranquilizers. It is well known that al- 
though the phenothiazine group, as well as the 
reserpine products, may alter the anxiety, they 
deepen the depression and often increase the 
severity of the symptoms, especially those of the 
gastrointestinal tract, because of the further al- 
teration of hypothalamic homeostasis. All but 
one of the cases represent the type of patient for 
whom we would have routinely advised electro- 
shock therapy 18 months ago. For purposes of 
comparison, after the nature of the diagnosis was 
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decided upon, all were given Marsilid and Trila-; 
fon. Trilafon was used because, in my experience 
with 175 cases in which Trilafon was given, it was 
found to cause a minimum degree of toxicity and 
depression and was an excellent adjunct in con- 
trolling anxiety. 

In all of the cases observed, anxiety varied 
in degree but was severe enough to be clinically 
apparent. Because anxiety becomes enhanced in 
some persons taking Marsilid alone, the drug was 
used only prophylactically. 

Hospit:lization is preferable but not always 


possible. The routine of treatment was as follows: 


Therapy was begun with 50 mg. of Marsilid twice 
daily, taken at 7 A.M. and at 2 P.M. Trilafon was 
administered in a dosage of 4 mg. three to four 
times per day. The majority of the patients were 
insomniac and 1 Gm. of chloral hydrate was ad- 
ministered at bedtime with instructions to repeat 
in three to four hours if necessary. This is given 
for ten days and if the patient is improving, the 
Marsilid dosage is reduced to 50 mg. daily for 
seven days and then to 25 mg. An oxaloacetic 
transaminase test is performed at the end of that 
time, and every four to six weeks afterward for 
the detection of liver disease. In only one in- 
stance has it been necessary to discontinue the 
drug for evidence of potential impending liver 
damage. 

Since the nature of psychiatric practice at the 
clinic is such that prolonged hospitalization is not 
possible, if no improvement is apparent by the 
end of ten days, a course of electroshock therapy 
is suggested (Table 2). 


Toxicity 

Eight cases of toxicity resulted from hypoten- 
sion and one from severe liver damage. The re- 
sults of laboratory testing in this latter case 
were compatible with that seen in carbon tetra- 
chloride poisoning and in acute yellow atrophy. 
The patient, a 34-year-old woman, was gravely 
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TABLE 2. 


Results of Treatment 
Results Toxic 
Success Failure Reactions* 


Per Per Per 
Cases No. cent No. cent . cent 


Marsilid and Trilafon. . . 147 103 70.1 44 29.9 6.1 
Electroconvulsive Therapy 25 22 88.0 8 12.0 
*All attributable to Marsilid 


ill but eventually recovered after five weeks, as 
the result of heroic efforts on the ‘part of the 
medical staff. 

The patient had been taking a maintenance 
dose of 50 mg. of Marsilid each day. This oc- 
curred early in the series, before we were alerted 
to the dangers of toxic reaction with this dosage. 
We cannot subscribe to the theory of Robie that 
the liver damage is the result of hypotension and 
anoxia in the hepatic circulation. We have seen 
too many patients who, after sympathectomy, 
have had profound hypotension for years, in 
whom liver disease has not developed. 


Conclusion 


Depressive episodes are often disguised by var- 
ied symptomatology. Appropriate drug regimens 
are often successful, saving the patients much 
time and money and relieving them of the psy- 
chologic stigmata of “‘shock’”’ therapy. Electro- 
convulsive therapy is successful in the treatment he 
of depressive syndromes but is not always neces- 
sary. Toxic reactions from drugs occur and must 
be considered. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to 
Advertisers. 
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Subcutaneous thrombophlebitis of the breast 
or chest wall is an infrequent, but easily 
recognized syndrome. Pain and tenderness 
along the course of the affected vein are common. 
The most helpful diagnostic finding is that 

of an indurated subcutaneous cord between 
the anterior axillary line and the epigastrium. 
There is no specific therapy, but the process 
spontaneously resolves in a few weeks. 
Biopsy should be used whenever 

the diagnosis is in doubt. 


SUBCUTANEOUS thrombophlebitis of the breast or 
chest wall is an interesting and unusual syn- 
drome, characterized by a periphlebitis and 
thrombophlebitis of the lateral thoracic and/or 
thoracoepigastric vein. The condition has rarely 
been reported, but is one which should be readily 
recognized with increased awareness of the 
entity. 

Henry Mondor published a report of four cases 
in 1939, in which he described the condition as 
being due to an angiitis, but at that time he was 
unable to ascertain if the diseased vessel was 
artery, vein or lymphatic. Later, he attributed 
the cause to a phlebitis. Following his studies, 
several reports have been submitted using the 
appellation of ‘“‘Mondor’s disease.”” There are 
several articles in the literature describing the 
same condition which predate Mondor’s work; 
however, in none of these was histologic study 
done. 
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Subcutaneous Thrombophlebitis 
of the Breast and Chest Wall 


Farrow, in 1955, found 58 cases recorded in the 
world literature, and added 43 cases which were 
encountered at the Memorial Hospital of New 
York over an eight-year period. Kaufman, in 
1956, reported seven cases; Karlan and Trap- 
hagen added one case in 1957. 

In spite of the paucity of reported cases, the 
syndrome may be more common than the liter- 
ature indicates and perhaps has not received 
widespread attention because of the relatively 
mild nature of the process. 


Etiology 

Numerous causes have been cited, such as 
trauma, regional infection, muscular strain and 
local surgical procedures; in many cases, as in 
thrombophlebitis generally, no precipitating fac- 
tor is known. 


Clinical Features 


Either sex may be affected, but the disease is 
more common in women. 

The onset is usually marked by the appearance 
of localized pain and tenderness of a mild to 
moderate degree. The pain may at times be 
accentuated by raising the arms or by deep 
breathing. Systemic symptoms of fever, chills or 
malaise are not encountered. 

The characteristic finding is an indurated, 
subcutaneous cord of variable length, found be- 
tween the anterior axillary fold and the epigas- 
trium, usually below the nipple level. This cord 
is attached to the skin, and upon elevation of the 
arms or stretching the skin of the breast or chest 
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wall, a depressed, cutaneous groove can be out- 
lined (Figure 1). At times the depressed area 
may be noted to branch. 

Vital signs and laboratory work are within nor- 
mal limits in an otherwise healthy individual. 


Pathology 

The basic pathologic lesion has undergone nu- 
merous interpretations. These have included 
angiitis, sclerosing periangiitis, endophlebitis, 
periphlebitis and thrombophlebitis; the last 
seems to be the most accurate. 

Early, an endophlebitis with thrombosis is 
seen; after this initial phase, infiltration of the 
vessel wall, lumen and adventitia by epithelioid 


cells and other formed elements occurs. This 
often makes identification of the vessel difficult. 


Treatment 


The disease is self-limited and will usually sub- 
side in a matter of weeks. No type of treatment, 
including antibiotics and anticoagulants, has 
shown any benefit. Reassurance that no malig- 
nant process is involved is usually what the pa- 
tient seeks. Biopsy should be reserved for those 
cases in which there is a question of the diagnosis, 
particularly with regard to malignancy. 


Case Report 


Mr. J. W., #812,887. This 40-year-old white 
male was seen on February 26, 1959, complaining 
of soreness in the left lower chest, anteriorly, of 
ten days’ duration. There was no history of any 
predisposing factor, such as trauma or infection. 
He had been entirely well except for the initial 
complaint. 

Examination revealed a tender cord extending 
from the left fifth intercostal space in the anterior 
axillary line down across the costal margin to the 
epigastrium. Upon stretching the skin of the 
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chest or elevating the left arm, a depressed cu- 
taneous groove occurred along the line of the 
cordlike structure. Vital signs, routine laboratory 
work and chest x-ray were within normal limits. 
A. tentative diagnosis of Mondor’s disease was 
made. 
Because of interest in the lesion and its relative 
rarity, a biopsy under local anesthesia was done. 
Histologic sections revealed one relatively large 
vein with several small branches containing or- 
ganized obstructing thrombi. About these struc- 
tures was an accretion of dense, relatively acellu- 
lar connective tissue. 
The patient recovered from the minor surgical 
procedure without incident, and observation two i 
months later revealed resolution of the area of £@ 
phlebitis. 


A coupon for ordering a bibliography accompanying this ar- 
ticle may be found adjacent to or near the Index to Advertisers. 
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FIGURE 1. When the arms are raised, a depressed, cutaneous 


groove traces the pathway of the indurated, subcutaneous cord 
which is attached to the skin of the breast or chest wall. 
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Anticoagulant Therapy 


W. W. COON, M.D., 


P. W. WILLIS, III, m.p. aNp I. F. DUFF, m.p. 


Depzrtments of Surgery and Internal Medicine 
University of Michigan Medical School 
Ann Arbor, Michigan 


The frequency of thromembolic disease 

can be greatly decreased by proper administration 
of anticoagulants, but embolism 

cannot be prevented in every case. 

Many investigators consider heparin 

the best anticoagulant available; however, 

it is effective only when administered parenterally. 
Because anticoagulants may produce serious 
hemorrhage, they should be used only 

by clinicians who thoroughly understand 

their pharmacologic effects and know 

the hazards involved. 


SINCE THE INTRODUCTION of heparin and bishy- 
droxycoumarin into clinical medicine over 15 
years ago, these and other similar agents have 
been used extensively to prevent and to treat 
clinical conditions resulting from thrombosis or 
embolism. Despite the considerable differences 
of opinion concerning the exact place these drugs 
should occupy in medical practice, there is now 
fairly general agreement that they are effective, 
in minimizing the propagation of existing thrombi 
and in decreasing the incidence of embolism from |, 
such thrombi. 

Accordingly, our purpose is not to argue the 
question of effectiveness but to set forth in out- 
line form certain basic information concerning 
clinical use of anticoagulants. Our concern is with 
available drugs, techniques of administration, 
methods of control, indications and contraindi- 
cations, and hazards associated with this kind of 
treatment. 

The following description of anticoagulant 
therapy, as carried out at this institution, pre- 
sents a system and a number of attitudes that 
have evolved while using heparin and the avail- 
able oral anticoagulants (coumarin and indan- 
dione derivatives) in the treatment of several 
thousand patients. 


Heparin 


Heparin was the first widely used and effective 
anticoagulant. Both theoretic and practical con- 
siderations have led many investigators to list it 
as the best agent available for prevention and 
treatment of intravascular thrombosis. Adminis- 
tration of coumarin or indandione derivatives is 
followed by a period of 18 to 36 hours before 
significant hypoprothrombinemia occurs, re- 
gardless of whether these agents are given orally 
or intravenously. A major advantage of hepari 
over oral anticoagulants is that an immediate 
anticoagulant effect is obtained following intra- 
venous injection. A major inconvenience is that _ 


Volume XX, Number 5 GP 


7 Th 
thi: 
| 
is 
eig 
sm 
int 
th 
for 
us 
of 
to 
tic 
elke 
of 
tir 
of 
ex 
ce 
en 
T 
ci 
2 
Tl 
w 
12 | 


7 


OR T Se et 


the only effective therapeutic route is parenteral. 
This drug is completely ineffective when given 
orally. Heparin administered sublingually may 
produce a systemic antilipemic effect, but by 
this route it does not significantly alter the 
dotting mechanism. 


TECHNIQUES OF ADMINISTRATION 


There are several acceptable techniques for 
heparin administration: 

1. Intermittent Intravenous Method: One hun- 
dred mg. of dilute aqueous heparin (10 mg./ml.) , 
is given by direct intravenous injection every 
eight hours, or 75 mg. every six hours. Repeated 
venipunctures may be avoided by insertion of a 
small polyethylene catheter through a needle 
into an arm vein. The needle is removed over 
the catheter, which is then taped securely to the 
forearm. A small needle with syringe attached 
is left on the other end of the catheter. There is 
usually sufficient heparin within the tip of the 
catheter to prevent occlusion by a blood clot. 

This method results in a “picket fence” type 
of clotting time response. The clotting time, 
although greatly prolonged immediately, returns 
to normal within five or six hours after an injec- 
tion of 100 mg. of heparin. Determination of the 
clotting time just prior to a subsequent dose 
of heparin will detect the rare patient who has 
an excessive and prolonged increase in clotting, 
time after small amounts of heparin. A number 
of Scandinavian investigators have had extensive 
experience with this technique and report ex- 
cellent results with its use in treating thrombo- 
embolic disease. 

2. Continuous Intravenous Infusion Method: 
Two hundred to 300 mg. of heparin per liter of| 
5 per cent dextrose solution, is administered by: 
continuous intravenous infusion at a rate suffi-" 
cient to prolong the clotting time to between | 
20 and 30 minutes (20 to 30 drops per minute). 
This method has been restricted to situations 
where the hazard of bleeding is great (e.g., large 
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Heparin is often preferred to oral anticoagulants because of 
its immediate effect. Its major disadvantage is that it is totally 
ineffective when taken orally. 


open wounds). It avoids the extreme prolonga- 
tion of clotting time seen immediately after 
direct injection of a large single dose of heparin; 
but requires frequent and very careful contro] 
of clotting times and almost continuous moni- 
toring of the infusion rate. 

3. Intermittent Subcutaneous Method: One hun- 
dred to 200 mg. of concentrated aqueous heparin 
(200 mg./ml.) is administered every 12 hours. 


Since this method is less painful and is associated 
' with fewer local hematomata, it has replaced 


the intramuscular administration of heparin in 
slowly-absorbed menstrua. A clotting time should 
be performed during the period of maximum 
action of heparin (four to eight hours after in- 
jection) to be certain that adequate prolongation 
has been obtained. In a very few patients, pre- 
sumably as the result of a heparin-inactivating 
substance in the tissues, the clotting time is not 
prolonged after subcutaneous administration of 
heparin. Since a cumulative effect may occur 
after subsequent doses, clotting times must be 
performed at least once each day to assure that 
safe but effective degrees of prolongation of 
clotting time have been produced. This clotting ( 
time, determined at the end of a 12-hour period, 
should be between 20 and 30 minutes. 
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Anticoagulant 
Therapy 


VARIATIONS IN CLOTTING TIME 


The preferred method for following variations 
in clotting time is a modification of the two-tube 
Lee-White method. Small glass tubes (about. 9 
mm. internal diameter) are used. Tubes, syringe 
and needle are rinsed with sterile saline solution. 
A venipuncture is performed, and 3 or 4 ml. of 
blood withdrawn. The first milliliter of blood 
is discarded. One-half ml. of blood is placed 
in each of two tubes, the last milliliter discarded, 
and the tubes placed in an upright position. After 
three minutes the first tube is tilted gently; as 
soon as the blood is seen to be fluid, the tube is 
replaced without further tilting. This process is 
repeated at 30-second intervals until the first 
tube can be completely inverted. The same pro- 
cedure is then carried out with the second tube. 

_The time from venipuncture to clotting in the 
second tube is recorded as the clotting time. 
Normal values with this method range from six 
to 14 minutes. Adequate heparin effect is de- 
fined ‘as twofold or greater prolongation of the 
clotting time, or a minimum of 20 minutes. 


HEPARIN ANTAGONIST FOR EMERGENCIES 


Whenever heparin is administered, protamine 
sulfate, a heparin antagonist, should be readily 
available. If serious bleeding occurs, reversal of 
clotting time to normal may be obtained within 
one minute by injection of a dose of protamine 
sulfate approximately equivalent to the initial 
dose of heparin. If bleeding follows administra- 
tion of heparin by the subcutaneous route, half 
of the protamine should be given by direct intra- 
venous injection and the remainder (in glucose 
solution) by continuous intravenous infusion 
over the time required for absorption of heparin 
from the subcutaneous depot. 


HEPARINOID COMPOUNDS 


During the past ten years several heparinlike 
compounds, such as Treburon, Paritol and dex- 
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tran sulfate, have been introduced for clinical 
use, but none has gained widespread favor. 
Certain side effects (nausea, vomiting, diarrhea, 
vasomotor collapse, late development of alopecia) 
occur much more frequently with these syn- 
thetic sulfonated polysaccharides than with 
heparin. 


Oral Anticoagulants 
CONTROLLING DOSAGE: 


Quick One-stage Test. The most widely used 
method for controlling dosage of oral anticoagu- 
lants is determination of prothrombin “activity” 
by the Quick one-stage test. This technique, 
which is merely a recalcification time in the 
presence of excess tissue thromboplastin, reflects 
changes in several clotting factors. However, 
since anticoagulants also affect more than one 
coagulation component, the nonspecificity of 
this method does not seem to be a disadvantage. 
This procedure has proved over the years to be a 
simple and efficient technique for gauging anti- 
coagulant dosage. In recent years a number of 
other one-stage techniques for measuring “pro- 


thrombin” have been introduced, but there is. 
no convincing evidence that they are superior to 


the Quick method for management of anticoagu- 
lant therapy. 

The anticoagulant effect measured by the 
different one-stage tests is in no way comparable. 
Studies in our laboratory have shown that, be- 
cause of differences in the way in which the tests 
are performed, a report of “10 per cent” by one 
procedure may be equivalent to “50 per cent 
activity” by the Quick method. 

The optimal therapeutic range of prothrombin 
“activity” for hospitalized patients receiving oral 
anticoagulants is still somewhat controversial. A 
number of investigators have felt, on the basis of 
clinical experience, that maintenance of pro- 
thrombin “activity” between 10 per cent and 
30 per cent is necessary to minimize thrombo- 
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embolic complications. More critical analysis is 
necessary before this assumption can be con- 
firmed. Hemorrhagic complications may be 
reduced appreciably if patients can be treated at 
a higher range (30 per cent to 50 per cent pro- 
thrombin “‘activity’’) without an increase in the 
thromboembolic complication rate. 

When the Quick one-stage test is used, pro- 
thrombin “activity’”’ is determined by first plot- 
ting a curve based on the clotting times of various 
dilutions of normal plasma with saline. For 
example, if the clotting time of a patient’s plasma 
is equivalent to the clotting time of a one-to-four 
dilution of a normal plasma with saline (25 per 
cent plasma dilution), the patient’s plasma is 
reported as having 25 per cent “prothrombin 
activity.” 

Unfortunately, the Quick test is not always 
reported in this way. Some laboratories divide 
the clotting time (in seconds) of normal undiluted 
control plasma by the clotting time of the pa- 
tient’s plasma, multiply by 100, and report the , 
result in per cent as the “prothrombin index.” 
Misinterpretation of this figure as representing 
prothrombin “‘activity’’ has resulted in gross over- 
dosage of anticoagulant. When doubt exists as to 
the method of reporting used in a particular 
laboratory, the clotting times (in seconds) of the 
normal control plasma and of the patient’s 
plasma should be obtained. Maintenance of the 
clotting time (by the Quick procedure) at about 
two times the normal control time will assure an 
adequate anticoagulant effect; this should repre- 
sent approximately 20 per cent prothrombin” 
activity. 

Frequently heparin is administered to a patient 
until the oral anticoagulant employed has re- 
sulted in reduction in prothrombin “activity” 
to the desired level. If accurate prothrombin 
“activity” determinations are to be obtained 
during this period, blood drawn for prothrombin 
determinations must be obtained when the hep- 
arin effect has completely subsided. Residual 


GP November 1959 


The severity of a bleeding episode must be considered in de- 
ciding whether to stop anticoagulant therapy. Major tissue 
trauma, as in long bone fractures, sometimes involves a major 
bleeding episode. However, the risk of fatal pulmonary em- 
bolism usually is greater than the risk of fatal hemorrhage. 


heparin alters the Quick prothrombin time so 
that a falsely low prothrombin “‘activity’”’ will be 
obtained, thus interfering with determination of 
the proper dose of the oral anticoagulant. How- 
ever, the predominant effect of the heparin on 
the Quick test is a physical one, and there is no 
predictable relationship between the clotting 
time and the prothrombin concentration. As a 
result, this test is not a suitable guide for deter- , 
mination of heparin dosage. The Quick test cannot ~ 
be used as a substitute for the Lee-White clotting 
time in gauging heparin dosage, nor can Lee-White 
clotting time results be used to determine oral anti- 
coagulant dosage. 

Daily Prothrombin “‘Activity’’ Records. Deter- 
mination of the proper dose of oral anticoagulant 
is facilitated if a record of daily prothrombin 
“activity” values and drug doses is kept on the 
front of the patient’s chart. On one sheet of 
paper can be recorded serial daily entries of the 
normal control prothrombin time, the patient’s 
prothrombin time, the prothrombin “activity” 
value and the amount of drug given. Daily ex- 
amination of this record allows assessment of the 


125 


— 
7 


effect of a prior dose of the drug on the prothrom- 
bin “activity” and thus permits more rapid and 
accurate adjustment of dosage. Daily prothrom- 
bin “activity”? determinations should be per- 
formed until both the patient’s clinical condition 
and the drug dosage are well stabilized. A change 
in the patient’s general condition is frequently 
followed by an altered sensitivity to these drugs, 
often requiring an adjustment in dosage. 


NEW ORAL COMPOUNDS 


Since the introduction of Dicumarol, many 
other coumarin and indandione compounds have 
become available. No one of these agents has 
been proved distinctly advantageous over the 
others in prevention or treatment of thrombo- 
embolism. As a group, these drugs have enjoyed 
great popularity because they can be given by 
mouth and because they have a relatively long 
duration of action. 

Short-acting Anticoagulants. In general, it is 
easier for a physician to learn to use the short- 
acting oral anticoagulants. With agents of this 
type, such as phenylindandione, administration 
of the drug twice daily is necessary for optimal 
control. If prothrombin “activity” values fall 
below the desired range, individual doses can be 
reduced, and the result usually is reflected in 
the prothrombin determination performed the 
following day. Except in cases of extreme drug 
sensitivity, complete omission of a dose should 
be avoided. Adherence to this principle will re- 
sult in more stable levels of hypoprothrombine- 
mia and will facilitate subsequent determination 
of drug dosage. Similarly, when levels of pro- 
thrombin “activity” are not sufficiently low, an 
increase in the dosage of a short-acting anti- 
coagulant will usually be reflected in the test 
performed the next day. 

Longer-acting Compounds. Some of the longer- 
acting coumarin derivatives can be administered 
to patients as infrequently as once every three 
to five days without loss of effective depression 
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of prothrombin “activity.’’ Understandably, dif- 
ficulty is experienced with initial control when, 
as is standard procedure with one technique, a 
subsequent dose of drug is given only after the 
prothrombin “activity,” previously adequately 
depressed, begins to rise out of the therapeutic 
range. A preferred method is to use smaller daily 
doses of these agents, adjusting the daily dosage 
as necessary to provide sustained hypopro- 
thrombinemia at the desired level. Once a satis- 
factory maintenance dose has been established, 
the longer duration of action of this group of 
drugs is a distinct advantage for several reasons. 
Only one dose a day need be taken, indeed, in 
some cases, satisfactory control is possible with 
a dose given every other day. The exact time the 
medication is taken each day becomes relatively 
unimportant, and overdosage or underdosage 
because of forgetfulness is less likely to occur. 
Outpatient Therapy. Patients who need long- 
term outpatient anticoagulant therapy are fol- 
lowed with daily estimations of prothrombin 
“activity” until the required daily dose is estab- 
lished. The interval between prothrombin deter- 
minations is then gradually lengthened, so that 


after a period of several months determinations 


of prothrombin “activity” need be performed 
only every two or three weeks. However, out- 
patients, with their greater activity and greater 
exposure to accidental trauma, are maintained 

(in the range of 30 to 50 per cent “activity” to 
avoid undue risk of hemorrhage. 

Hemorrhagic Complications. The incidence of 
hemorrhagic complications during oral anti- 
coagulant therapy is influenced by a number of 
variables, including the degree of depression of 
prothrombin “activity,” the nature of the pri- 
mary disease, the care with which the patient is 
followed and accuracy of the prothrombin test. 
Bleeding is much more likely to occur if the pro- 
thrombin “activity” falls below 10 per cent. It 
occurs only very rarely with values of 40 per cent 
or higher. The incidence of bleeding may be as 
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high as 15 per cent if a large proportion of the 
treated patients are recovering from recent 
major operative procedures or severe trauma. 
Most bleeding episodes are minor (epistaxis, 
microscopic hematuria, minor wound bleeding, 
ete.) and do not require termination of anti- 
coagulant therapy or blood transfusion. About 15 
per cent of bleeding episodes are major, requiring 
blood transfusion and permanent cessation of 
anticoagulant administration. The bleeding in 
these instances is usually into an area of major 
tissue trauma (long bone fracture, recent large 
operative wound) or from an ulcerating lesion 
of the gastrointestinal tract. In considering the 
anticoagulant treatment for one of these several 
categories, it should be remembered that the risk 
of fatal pulmonary embolism is usually far higher 
than the risk of fatal hemorrhage. 

Antagonist to Oral Anticoagulants. The only 
reliable antagonist to the oral anticoagulants is 
vitamin K, (Mephyton, Merck). The slow and 
unpredictable effect of the synthetic vitamin K 
analogues in reversing anticoagulant-induced 
hypoprothrombinemia makes them undesirable 
agents for treatment of bleeding arising from use 
of oral anticoagulants. The commonly used forms 
of vitamin K, are a 5-mg. oral tablet and a 
50-mg. ampule for intravenous use. They appear 
to be equally effective if the short period of time 
required for absorption of the oral preparation 
is taken into account. Our usual scheme for use 
of these preparations is as follows: 

1. For reversal of an unusually prolonged pro- 
thrombin time (over three and one-half times 
the control value in seconds) without associated 
bleeding: 2 to 4 mg. of vitamin K,, orally or 
intravenously. 

2. For minor bleeding, when anticoagulant 


‘therapy is to be continued: 5 to 10 mg. of peas 


K, orally or intravenously. 

38. For bleeding of major proportion: 50 mg. of 
vitamin K, intravenously, to be repeated in 
two to four hours if bleeding has not ceased. 
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It is safe to give anticoagulants to pregnant patients, even 
late in the third trimester, unless there is danger of abruptio 
placenta or placenta praevia. 


Administration of large doses of vitamin K, 
frequently results in refractoriness to subsequent 
doses of oral anticoagulants. For this reason, 
if it can with safety be avoided, not more than 
20 mg. of vitamin K, should be given to a patient 
who may require further therapy. 

Bleeding resulting from ordinary therapeutic 
doses of oral anticoagulants will usually stop 
within two to eight hours after vitamin K, ad- 
ministration. Bleeding in patients hypersensitive 
to oral anticoagulants responds to small doses 
of vitamin K,. On the other hand, accidental 
gross overdosage of anticoagulants may require 
several large doses of vitamin K, to return the 
prothrombin “activity” toward normal and to 
prevent rebound-depression of prothrombin “ac 
tivity” a number of hours later. 


Indications for Anticoagulant Therapy 


Anticoagulants should be used in the following 
common situations unless major contraindica- 
tions are present: 

1. Deep venous thrombosis and pulmonary 
embolism. 

a. Therapeutic: in patients in whom one 
or both of the above diagnoses is established or 
suspected. 

b. Prophylactic: in patients known to be 
predisposed to these conditions by virtue of a 
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prior history of thromboembolism, by the pres- 
ence of heart disease (particularly heart failure), 
leg trauma or other predisposing factors (certain 
types of malignant neoplasm, extreme obesity, 
profound immobility from any cause). 

2. Acute myocardial infarction. 

3. Some cases of cerebral arterial “‘insufficien- 
cy,” thrombosis or embolism. 

4. Atrial fibrillation with recent or old arterial 
embolism, especially in patients with mitral 
stenosis who are not candidates for operation. 

5. Retinal arterial or venous thrombosis. 


Contraindications to Anticoagulant Therapy 


We view several situations as absolute contra- 
indications to the use of these agents: 

1. Blood dyscrasias associated with a severe 
coagulation defect. 

2. Recent cerebral hemorrhage or recent opera- 
tions on the brain or spinal cord, where bleeding 
of even minor extent might be associated with 
serious sequellae or death. 

3. Absence of reliable daily “prothrombin” 
determinations. In this situation heparin can be 
used if proper clotting time control is available. 

4. Severe hepatic or renal disease, which makes 
oral anticoagulant therapy hazardous. (However, 
heparin may be administered in the absence of 
actual bleeding.) 

Other situations constitute relative contra- 
indications, and in these circumstances anti- 
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coagulants should be used only with extreme 
caution: 

1. Any ulcerating lesion of the gastrointestinal 
tract (e.g., peptic ulcer, carcinoma of the stomach 
or colon). 

2. Recent operations in which ligature of all 
bleeding vessels was not possible (e.g., some 
orthopedic procedures, prostatectomy). 

3. Large open wounds. 

None of the latter are strict contraindications, 
and the risk of fatal pulmonary embolism or of 
serious morbidity from thrombosis must be 
weighed against the risk of major hemorrhage. 

If the need arises, patients who are pregnant, 


even late in the third trimester, may safely be given 


anticoagulants unless abruptio placenta or pla- 
centa praevia is suspected. Therapy with heparin 
may be continued until labor begins. The pro- 
longed clotting time can then be rapidly reversed 
with protamine sulfate. Anticoagulant therapy 
may be reinstituted with relative safety within 
24 hours after most operative procedures or 
delivery; the risk of bleeding will be higher than 
in a control group, but not prohibitively so. 
Menstruation is not considered a contraindica- 
tion and is usually little affected by anticoagulant 
therapy. 

Vein ligation, the alternative measure in the 
treatment of deep venous thrombosis or pul- 
monary embolism, is restricted to patients in 
whom there exists a definite contraindication to 
use of anticoagulants or in whom adequate anti- 
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blood coagulation, thromboembolic and other vascular diseases and prob- 
lems related to metabolism and nutrition in general. Currently assistant 
professor of surgery, University of Michigan, Ann Arbor, Dr. Coon is also 
medical director of the University Hospital blood bank and attending sur- 
geon at the Ann Arbor VA Hospital. He was graduated from Johns Hopkins 
University and the Johns Hopkins Medical School, and took seven years 
postgraduate surgical training at University of Michigan Hospital. 
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coagulant therapy has failed to prevent pul- 
monary embolism. The one exception to this rule 
is septic thrombophlebitis (with bacterial in- 
yvasion of the thrombus) in which bacterial 
enzymes may produce proteolytic degradation of 
the thrombus and subsequent embolism in spite 
of adequate treatment with oral anticoagulants 
or heparin. Similarly, anticoagulants will not 
prevent embolism in subacute bacterial endo- 
carditis. Patients who have repeated pulmonary 
emboli while receiving adequate anticoagulant 
therapy require interruption of both common 
femoral veins or the inferior vena cava, or a 
new operative procedure, the insertion of an in- 
ferior vena cava filter. After operations of this 
type, anticoagulant therapy should be resumed 
to prevent formation or propagation of a throm- 
bus above the site of ligation. Unfortunately 
many patients with contraindications to anti- 
coagulant therapy are also poor candidates for 
vein ligation (and especially for inferior vena 
cava interruption), since a high operative risk is 
associated with the serious nature of the basic 
disease. 


Summary 


Anticoagulants are widely used for prevention 
and treatment of intravascular thrombosis and 
embolism. However, anticoagulant therapy is not 
a panacea for thromboembolic disease. Although 
further clotting is usually prevented, allowing 
gradual fixation and organization of an existing 
thrombus to take place over a period of several 
days, pre-existent thrombi are not dissolved. 
During this interval a friable free-floating throm- 
bus in the heart or in a peripheral vein is still 
capable of fragmentation and resultant embolic 
occlusion of a vessel. Obviously then, although 
the frequency of this accident can be greatly 
reduced by use of anticoagulants, embolism can- 
not be prevented in every case. 

Anticoagulants may produce serious hemor- 
rhage. They should be used only by clinicians 
well aware of the indications and contraindica- 
tions, pharmacologic effects, methods of control 
and hazards involved. With such awareness, 
these drugs can be used with maximum thera- 
peutic effectiveness and with little risk of bleeding. 


Mortality Rates,1957-1958 
MORTALITY FROM ALL CAUSES 
Industrial Policyhoiders ¢ Metropolitan Life Insurance Company 
Annvel Rote per 1,000 Policyholders 


AccoRDING TO THE Statistical Bulletin of 


the Metropolitan Life Insurance Company, 9- 
mortality rates for policyholders in that 
company were higher during 1957 and 84 


1958 than during 1956. The increased rates 
seemed related to the widespread preva- & 
lence of influenza and other respiratory 6- 
diseases. In 1958, the excess mortality oc- 


1958 


curred during the early months of the year. 
This was a continuation of the above- 
average mortality that began with the out- 
break of influenza in the latter part of 1957 
(see accompanying diagram). 
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Simplified Measurement 
of Pulmonary Function 
in Office Practice 


L. P. CARMICHAEL, M.D. 
Miami, florida 


A simple, relatively inexpensive, 

portable apparatus is described by which 
the physician in his office: may determine 
the vital“capacity, timed vital capacity 
and maximum expiratory flow rate. 

A permanent record is obtained 

which may be compared with the patient’s 
previous graphs to evaluate the course 

of his disease and the response to therapy. 


FIGURE 1: An apparatus for testing pulmonary function 


(manufactured by McKesson-Scott Company, Toledo, Ohio). 
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SATISFACTORY ASSESSMENT of pulmonary fune- 
tion has been a difficult and time-consuming proc- 
ess, usually unavailable to the general physician. 
Recently, however, an apparatus has been intro- 
duced that bridges the gap between the ideal and 
the practical in the measurement of pulmonary 
function. 

As constructed, the instrument makes available 
a permanent graphic recording of the vital c- 
pacity, timed expiratory capacity (timed vital 
capacity) and the maximum expiratory flow rate 
(M.E.F.R.) (Figure 1). 


Uses of the Machine 


The usefulness of such a machine extends to 
virtually all diseases of the cardiorespiratory sys- 
tem. Examples are: cardiovascular disease, acute 
or chronic respiratory infections, bronchial asth- 
ma, pulmonary emphysema or infarction, thyro- 
toxicosis and lung neoplasms. In addition, com- 
plaints due to neurosis or malingering are more 
easily detected. A major use for the machine could 
be the accurate preoperative evaluation of surgical 
patients. 


Construction 


The machine consists of a pleated, flat, rubber 
bellows with a projecting mouthpiece. A dispos- 
able paper addition is fitted over the mouthpiece. 
Overlying the bag is a hinged plate with attached 
stylus. The stylus glides over a curved metal 
shield on which the pressure-sensitive graph 
paper is placed. The curved plate is electrically 
driven along a track at a set rate. The motor is 
activated just prior to expiration and as the plate 
glides along the track, the stylus moves upward 
and across the paper, and a clearly-defined curve 
is shown on the recording. The abscissa on the 
graph is marked off in seconds and tenths of 
seconds, and the ordinate in liters and tenths 0 
liters. 
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Reading the Results 


The total vital capacity is determined by the 
highest point of the curve read directly from the 
graph in liters (Figure 2). A table attached to the 
bellows cover gives the percentage of vital capac- 
ity adjusted to the patient’s height. The timed 
vital capacity is determined by the height of the 
curve as it crosses the vertical time lines. The 
maximum expiratory flow rate (M.E.F.R.) is de- 
termined by drawing a straight line connecting 
the two points on the curve where it crosses the 
two broken horizontal lines. A second straight 
line is then drawn parallel to the first, originating 
from the circled dot at the lefthand corner. The 
M.E.F.R. is then read directly in liters per min- 
ute from the dotted line at the top of the record- 
ing (Figure 2: 350 1. per minute). The M.E.F.R. 
in most normal adults is between 300 and 500 1. 
per minute. 

The apparatus was evaluated by the pulmonary 
function laboratory at the University of Miami 
School of Medicine, and according to Asher 
Marks, M.D., of the university, it compared 
favorably with the more elaborate instruments. 


Examples of Results 


The tracings shown in Figures 3 through 6 are 
presented to illustrate the use of the machine in 
several conditions, and especially to demonstrate 
its value in objectively following the patient’s 
progress. 

Figure 3. A 64-year-old white male (J.P.C.) was 
found in the course of a complete physical to have 
pulmonary emphysema probably related to pro- 
longed and excessive smoking. 

The first tracing (1) was made at this time. He 


was given iodides and told to stop smoking. The - 


second tracing (2) was made one month later. The 
M.E.F.R. and timed expiratory capacity have 
both increased, while the total vital capacity is 
unchanged. 
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FIGURE 2: Normal tracing. 
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« SECONDS AND TENTHS OF SECONDS 


FIGURE 3: Pulmonary emphysema, before and after treatment. 


TENTHS OF SECOND: 


FIGURE 4: Bronchopneumonia during the acute and conval- 
escent phases. 
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Simplified Measurement 
of Pulmonary Function 
in Office Practice 


SECENOS ANG TENT? 


FIGURE 5: Congestive heart failure before and after compensa- 
tion. 


Figure 4. A 28-year-old white male (A.J.O.) 
was seen with acute bronchopneumonia. A trac- 
ing (1) was obtained the next morning and a sec- 
ond (2) one week after treatment with antibiotics. 
The total vital capacity was definitely increased 
but the M.E.F.R. remained the same. 

Figure 5. A 67-year-old white female (N.D.) 
was found to have arteriosclerotic heart disease 
with decompensation. 

The tracing (1) was made before standard 
therapy with digitalis, diuretics and sodium re- 


TENTHS OF SECON 


FIGURE 6: Bronchial asthma during an attack and immedi- 
ately after treatment. 


striction, and the second tracing (2) was obtained 
three weeks later. Improvement is noted in all 
factors. 

Figure 6. A 42-year-old white male (E.R.R.) 
with a ten-year history of bronchial asthma was 
seen during an acute episode. 

The first tracing (1) was made before treatment 
with epinephrine and aminophylline, and the 
second (2) was made immediately afterward. The 
graph reveals a marked increase in total vital 


capacity and M.E.F.R. 


L. P. CARMICHAEL, M.D. took his premedical work at Indiana University 
and received his medical degree from the University of Louisville, where 
he was elected to Alpha Omega Alpha. After a one-year rotating internship 
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regimental surgeon, 17th Infantry Regiment. Following his discharge, 
Dr. Carmichael took a general practice residency, Dade County Hospital, 
Miami. He has been in private practice in that city since 1955. An Academy 
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Catch as Catch Can 
Hypnosis 


J. B. DEISHER, m.p. 
Seward Clinic 
Seward, Alaska 


Light hypnotic trances can often be easily 
induced in patients with acute trauma, 
including children. Such states can be 

quite helpful to the physician in applying 

the proper treatment with a minimum of difficulty. 
The induction of hypnosis as defined 

and outlined in this paper requires 

no special training on the part of the physician 
or the patient. It would be well, however, 

for any physician using any form of hypnosis 
to acquaint himself with the literature 

on the subject. 


MANY ARTICLES have been written on the use 
of hypnosis under formal or prescribed circum- 
stances. However, there are situations in the 
clinical practice of medicine in which the formal 
alrangement is not practicable, desirable or nec- 
essary. These often relate to the therapy of acute 
trauma. Little has been written describing the 
use of this type of hypnosis. 


Patient Susceptibility 


The acutely injured patient is a good subject 
for hypnosis but is completely uninterested in 
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the formal type of induction—what he wants is 
“something done’ which he considers tangible 
and visible. This is his conscious thought. Sub- 
consciously he longs for magic and miracles to 
relieve his suffering and is very susceptible to 
hypnotic induction. On this level, pari passu 
with the obvious moves to treat his problems 
“scientifically,” objectively, mechanically, the 
surgeon will find that a certain conversation lead- 
ing to diversion, ego inflation and reassurance can 
easily lead from relaxation to “‘sleep,”’ and that 
anesthesia, analgesia and equanimity can be 
suggested with regular benefit and frequently 
complete success. One might theorize that the 
accident which injured the victim started him 
headlong into the “confusion technique” whence 
the skillful operator can lead him to a peace 
and comfort of definite positive benefit. 


Case Histories: 

CASE 1: M.J., female, age 3, white. On 
9/26/56 this child fell while playing and received 
a 12-mm. gash transversely across the bridge of 
the nose from a sharp piece of shale. She was 
brought to the hospital and placed on a bed in a 
quiet room to await the physician’s attention. As 
children will frequently do following an injury, 
when she had finished weeping she fell asleep. 
When the physician was able to attend the child, 
he entered the room and awakened her gently by 
taking her hand. He commented that she had 
cut her nose and it would be all right—that he 
would fix it. He asked if it would be all right if 
he were to do so without causing pain or any 
discomfort. She agreed that this would be per- 
missible. He then commented on what a fine, 
bright girl she was and asked her if she knew 
how to take a big breath, and demonstrated. 

The child took a breath slightly larger than 
usual. She was asked to repeat this, which she 
did. She was then asked if she was able to close 
her eyes and the action was again demonstrated. 
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Catch 
as Catch Can 
Hypnosis 


The child then commented that her brother had 
once cut his leg. After a few more suggestions it 
was possible to induce her to close her eyes 
briefly. It was then suggested to her that she 
return to sleep and that her nose would be re- 
paired in just a moment without any discomfort 
to her. A suture tray was prepared and the child 
was taken to the emergency room. 

Sponges were placed over her eyes and the 
child was informed that this was necessary in 
order to keep the cleansing solution out of her 
eyes. She was directed to notice that she could 
feel the moving of the soapy sponge over the 
various parts of her face so as to wash off the 


dirt but that it didn’t bother her at all. Gradually , 
the cut was approached with the cleansing 


sponge until finally the actual laceration itself 
was being gently washed with soap and water. 
When it was deemed appropriate, a small amount 
of local anesthesia was injected in the margins 
of the laceration. During this entire period of 
washing, suggestions were given that the child 
would go deep asleep and stay deep asleep until 
she was told to wake up. Continuous comments 
were made concerning what a fine girl she was 
and how proud her mother and father would 
be of her. 

During the course of subsequent manipula- 
tions, the sponges fell away from her eyes and it 
was found that her eyes were nearly closed and 
the lids fluttering continuously. After the anes- 
thetization of the margins of the laceration, the 
depths of the wound were cleansed, removing all 
stray pieces of gravel. The child lay absolutely 
motionless during this entire period. It is pre- 
sumed that it was possible for her to see the in- 
struments including the needle and suture. Six 
sutures were placed in the laceration and it was 
closed neatly after debridement had been com- 
pleted. During the entire procedure a continuous 
commentary was carried on in the vein men- 
tioned above. Subsequent to closure, the child 
was given a suggestion that she would be able 
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to go to sleep anytime in the future when the 
doctor requested her to do so, and also that after 
she awakened the nurse would give her an in- 
jection but it would not hurt in the least. She 
was then told that she could awaken. She 
promptly opened her eyes and sat up. Soon 
afterward the nurse approached with a syringe 
of penicillin and the child cried out; she was 
then reminded that this would not hurt at all 
and she submitted to the injection without evi- 
dence of discomfort. She was then sent home. 

CASE 2: R.J., white, male, age 4. On 10/14/58 
this child fell off the bed loosening the right 
upper central incisor and suffering an irregular 
laceration of the right cheek measuring approxi- 
mately 2 cm. in total length. It should be noted 
that at the age of 2 this child had been treated 
by the same physician for a fracture of the femur. 
During the treatment of this condition he was 
not a particularly tractable child and showed no 
evidence of extreme stolidity. The same type of 
procedure was used as in Case 1, the area around 
the laceration being washed, with suggestions 
that his eyes would become heavy, that he would 
go to sleep, that he was a brave boy and that his 
mother and father would certainly be proud of 
him. These suggestions were reiterated over and 
over in varying sequence as the area around the 
laceration was washed. The washing progressed 
in a centripetal pattern so as to eventually make 
contact with the laceration. When this had been 
cleansed, a small amount of local anesthetic was 
placed beneath the skin edges, and five sutures 
were placed, pulling the skin edges back together. 

The child lay quietly with the eyelids flutter- 
ing in a half-open fashion and was informed after 
the repair that it would be possible for him to 
relax and go to sleep again whenever the doctor 
requested it. He was seen three days later, at 
which time the laceration was healing well. 

On the sixth day the child was placed on the 
treatment table and a hypnotic state was rein- 
duced under which the sutures were removed 
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with complete cooperation of the patient. The 
mother evinced amazement that she had heard 
no outcries no evidence of struggle during the 
entire procedure. The fact that hypnosis had 
been used on her child was explained to her and 
she accepted this without comment. 

CASE 3: J.A., white, male, age 6. On 3/23/58 
this child fell from a tree, fracturing his left 
wrist. He was seen in the emergency room at the 
hospital and the situation evaluated with x-rays 
and clinical examination. He was then asked if 
it would be all right if he was fixed up without 
discomfort to himself and he agreed to this. The 
same type of routine as described in detail in 
Case 1 was followed and the child fell into an 
apparent sleep. A small amount of local anesthetic 
was then injected into the fracture site and at- 
tempts were made to reduce the fracture. 

These involved strong tractions and manipu- 
lation of the fragments. The child was able to 
cooperate very well throughout, although the 
fracture was of such nature that it was impossible 
to obtain reduction in this manner. It was neces- 
sary finally to use a general anesthetic in order 
to obtain deep muscular relaxation and ade- 
quately manipulate the fractured wrist. However, 
during approximately three-quarters of an hour 
of manipulation prior to the induction of general 
anesthesia, the child was very cooperative and 
lay in an apparent deep sleep. Throughout the 
period of manipulation under local anesthesia, 
a continuous line of patter was directed to the 
patient that he was very cooperative, very brave 
and that his parents would be proud of him— 
also, that he would be able to stay deeply asleep 
until he was awakened. 

CASE 4: A.M., white, female, age 21, para 1 
gravida 2. This patient was first seen on 10/19/58 
after she had been in labor at home for several 
hours without adequate progress. The attend- 
ing physician then referred her to the hospital. 
Within a short time it was possible to assist her 
to deliver normally without instrumentation, 
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Naturalistic techniques of hypnosis are especially effective 
for children. 


using a very deep episiotomy under intermittent 
inhalations of Vinethene. Subsequent to delivery 
of the placenta, attempts were made to repair 
the episiotomy under local infiltration anesthesia. 
Apparently the anesthesia was not adequate to 
the patient’s needs, however, for she continued 
to move about and to complain. 

It was suggested to her that if she would be 
able to relax she would have much less discom- 
fort and that in many cases now doctors and 
dentists use relaxation techniques to help pa- 
tients get through procedures with much less 
discomfort. She was directed to look at the over- 
head light on the ceiling and to keep her eyes 
fixed there. Using this eye fixation technique 
and suggestions of progressive relaxation, the 
patient was placed in a deep trance within 
minutes. It was suggested to her then that be- 
cause she was well relaxed she would feel little 
or nothing on her perineum and that if she did 
feel movement and manipulations it would not 
bother her. 

The repair of the episiotomy was then com- 
pleted with the patient in an apparent deep 
sleep and completely uncomplaining. She was 
then informed that she would be able to go into 
just such a deep state of relaxation again when 
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it was appropriate or when she was asked to by 
a physician, dentist or psychologist. She was 
then allowed to awaken and stated that she had 
had no pain after she had relaxed. 


Comment 


It should be noted that these patients had not 
been trained as hypnotic subjects and yet the 
use of hypnotic techniques in a completely un- 
premeditated manner achieved considerable co- 
operation from them with a resultant relief of 
discomfort. 

In general practice in a small isolated com- 
munity it is frequently not possible to have com- 
plete anesthesiologic assistance on call. The util- 
ization of hypnotic techniques may preclude a 
great deal of difficulty and expense to the patient 
if the treatment can be accomplished under hyp- 
nosis and the use of a small amount of local 
anesthetic. The local arfesthetic in these cases 
was used because the intensity of hypnosis was 
not trusted sufficiently to believe that the entire 
procedure could be carried out solely under 
hypnoanesthesia. There was no complaint during 
infiltration of the anesthetic solution, however, 
and this would suggest that anesthesia of the 
area was sufficient for repair to have been carried 
out without the use of the local. 

To parents or others forced into observing the 
acutely injured child — and many adults as well 
— it is common knowledge that after a good ery 
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over the injustice and indignity of a specific in- 
jury the patient will often fall into a protective 
recuperative period of sleep. From this he may 
be quietly and confidently led into a hypnotic 
trance which is extremely valuable to the surgeon 
treating the injury. 

A plastic surgeon reported that one of his 
patients who was a hay fever victim developed 
rhinitis on noticing the artificial flowers in the 
doctor’s office. Since the patient was obviously 
highly suggestible, the surgeon turned this ob- 
servation to the mutual benefit of himself 
and the patient by using informal “‘catch-as- 
catch-can” hypnotic techniques to gain fuller 
cooperation and increased benefit from both med- 
ication and procedure, as well as decreased dis- 
comfort to his patient. 

Hypnosis and the hypnotic state, occurring as 
they do many times a day in all humans, do not 
require a ritualistic induction in every case. Dr. 
Milton H. Erickson has referred to the “natural- 
istic techniques of hypnosis.”’ Especially with 
reference to children these are effective. These 
complex psychophysiologic phenomena, though 
no more understood than the action of foxglove 
was by Withering when first used for ‘‘dropsy,” 
are available to those practitioners—be they 
specialists or generalists—who understand people 
and their reactions. 

A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to 
Advertisers. 
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Routine laboratory methods for determining plasma proteins 
are clinically useful in spite of their failure to separate 

the protein fractions completely. Hyperglobulinemia usually 
reflects hypergamma-globulinemia and is the most frequent type 
of abnormality observed. Increased concentrations 

of gamma-globulin may be conveniently classified as secondary 
to infection, liver disease, neoplastic disease, collagen disease 
and miscellaneous. Cryoglobulins and macroglobulins are 
abnormal plasma proteins occurring in certain clinical syndromes. 
They may be detected with appropriate tests. A comprehensive 
scheme of laboratory tests involving protein concentrations 

is presented, along with the corresponding clinical syndromes. 
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HYMAN J. ZIMMERMAN, m.p., MICHAEL WEST, M.D. AND DONALD M. GELB, M.D. 


Chicago Medical School 
Mount Sinai Hospital 
Chicago, Illinois 


IT HAS BECOME increasingly evident during the 
past two decades that determination of plasma 
protein levels is of practical importance to the 
clinical diagnosis of disease. Interest in plasma 
protein disturbances has been chiefly concerned 
with the globulin fraction, since there is a group 
of conditions in which hyperglobulinemia or a 
qualitative alteration in the serum globulins is 
cheracteristic. 


Methods of Plasma Protein Separation 


The plasma proteins, composed of albumin 
and globulins, were satisfactorily separated by 
Howe in 1921, by the differential precipitation of 
the protein fractions with varying concentrations 
of salt solution (Figure 1). In this way, Howe was 
able to separate the plasma proteins into frac- 
tions which were called “pseudoglobulins,” 
“euglobulins” and “albumin.’’ Howe’s, method 
for determining the serum albumin and total 
globulin levels has become a standard procedure 
in many laboratories because of its extreme sim- 
plicity and adaptability to clinical medicine. 
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The technique of moving boundary electro- 
phoresis was introduced by Arne Tiselius in 1937, 
in an attempt to separate more completely the 
plasma or serum protein fractions and thus to 
achieve a better understanding of the physico- 
chemical properties of the plasma proteins. This 
method makes use of the fact that the various 
protein fractions have different net surface elec- 
tric charges and consequently will migrate with 
different velocities when placed in an electrical 
field. 

After a suitable period for electrophoresis has 
elapsed, five separate protein fractions can be 
distinguished. The gamma-globulins are the 
slowest-moving fraction in the migration, fol- 
lowed by the beta-globulins, the alpha-2-globu- 
lins and the alpha-1-globulins, respectively, with 
albumin representing the fastest group. By em- 
ploying various photographic procedures, Tiselius 
was able to translate the protein fractions into 
various ‘“‘peaks.’”’ The measurement of the area 
under each peak represented the concentration 
of protein in each fraction (Figure 2). Albumin 
normally represents approximately 65 per cent, 
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TABLE 1. 


Principal Causes of Hyperglobulinemia 


A. Essential 
B. Secondary to underlying disease 
1. Infectious (especially chronic) 

a. Bacterial (subacute bacterial endocarditis, tuber- 
culosis, leprosy, brucellosis, chronic suppurative 
disease) 

b. Spirochetal 


/Kala-azar 
e. Protozo: 
Malaria 


f. Helminthic 
2. Liver disease 
a. Cirrhosis 


3. Neoplastic 
a. Lymphoma-leukemia 
b. Multiple myeloma 
ce. Bronchogenic carcinoma 


4. Collagen diseases 


5. Miscellaneous © 
a. Sarcoidosis 
b. Berylliosis 


HOWE METHOD OF SALTING OUT 
Specific 


26.8% 


Euglobulin 


FIGURE 1. Schematic representation of the Howe method of 
differential precipitation of serum protein fractions. 


ELECTROPHORETIC PATTERN 


T T 


Albumin ay a2 B Y 
65% 4% 8% 10% 13% 


FIGURE 2. Normal electrophoretic pattern with average 
values of the various protein fractions. 


the alpha-l- and alpha-2-globulins about 4 per 
cent and 8 per cent respectively, and the beta- 
globulin about 10 per cent of the total serum 
protein. The remaining 13 per cent of serum pro- 
tein is gamma-globulin. 

The Tiselius apparatus is too expensive and 
the method too laborious for the usual clinical 
laboratory. The application of more precise 
chemical methods and the development of paper 
electrophoresis have resulted in the widespread 
adaptation of the Tiselius classification to clinical 
work (Figure 3). It should be emphasized, how- 


138 


ever, that even the three globulin components of 
Tiselius are not “pure” protein fractions but are 
composed of many protein components. Further- 
more, although an electrophoretic pattern is ex- 
tremely useful for investigating plasma protein 
disturbances, a great deal of useful clinical in- 
formation can still be derived from the Howe 
albumin and globulin determinations. Albumin 
levels below 3.5 Gm. are considered abnormal. 
Globulin levels above 3 Gm. are considered ab- 
normal in most laboratories. 

A comparison between Howe’s method of 
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s of Laboratory Tests in Different Diseases 


Alk. Ceph. 
Albumin Globulin C.G. M.G. B.S.P. Phos. ee Floc. S.T.S. Differential Tests** 
N,L H A A H H H Po Po T.B. skin tests, 
Sputum culture 
N H Pr Pr N N H Po Po Kahn, Klein, Wasserman, 
Treponema pallidum 
immob. test 
N H A A N N H Po N Frei test; Complement 
‘ fixation test 
N,L H Pr A (?) (?) H Po N_ Leishmania donovani in 
stained smear of bone 
marrow aspiration 
N,L H Pr A H N H Po Po Plasmodia in peripheral 
smear 
N,L H Pr A N,H N H Po Po Positive blood culture 
L H Pr Pr H H H Po Po Biopsy 
N,L N,H A A H H H Po N_ Biopsy; serum enzyme 
determination 
L H Pr Pr N N N,H N,Po Po Plasmacytosis 
emia-lymphoma N,L N,L,H Pr A H H H Po Po Differential white blood 
cell count 
N,L H Pr Pr H H H Po Po L. E. prep., 
(Urine Sediment) 
umatoid arthritis N,L H Pr A H (?) H Po Po Sheep cell agglutination 
tests Latex fixation 
N,L H A A N,H N (H) Po N Biopsy, G.I. x-rays 
N,L N,H A A N,H N (H) N N_ Biopsy 
N,L N,H Pr A N,H N N N N Biopsy and urine sediment 
analysis 
N H A A H N,H H Po Po Kveim skin test, biopsy of 
lymph nodes, liver, skin, 
lung, ete. 
N =Normal Po =Positive C.G. =Cryoglobulins T.T. =Thymol turbidity 
H=High Pr =Present M.G. =Macroglobulins Ceph. Floc. =Cephalin flocculation 
L=Low A =Absent B.S.P. =Sulfobromophthalein retention 


(2?) =Insufficient data 


tial diagnosis, of course, depends largely on the clinical features. 
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Alk. Phos. =Alkaline phosphatase 


S.T.S. =Serologic test for syphilis 


ad 


: 


Clinical Significance 
of Hyperglobulinemia 


“salting out’ and electrophoretic determinations 
indicates that ‘albumin,’ as determined by the 
Howe technique, corresponds to albumin and 
alpha-1-globulin of the electrophoretic migration; 
“‘pseudoglobulin”’ corresponds to alpha-2-globu- 
lin; and the “euglobulin” fraction of Howe cor- 
responds to the beta- and gamma-globulin elec- 
trophoretic fractions. 

In addition to the electric charge of a protein 
particle, the shape and size of the molecule are 
also important in determining its behavior. Ul- 
tracentrifugation, a technique described by 
Svedberg in 1940, has been employed to deter- 
mine the molecular weight of protein molecules. 
The ultracentrifuge, by rotation at high speeds, 
produces large gravitational forces. Proteins 
placed in this gravitational field for a designated 
period of time, sediment for a distance which is 
directly proportional to their molecular weight. 
The relationship between the gravitational force, 
the distance the molecules sediment, and the time 
required for sedimentation have been translated 
into Svedberg units (S). 

It has been shown that albumin has a value of 
4.5 S, and globulin of 7 S; proteins with values 
of 19 S or more are known as macroglobulins. 
Normally, 3 to 5 per cent of the total serum pro- 
tein is composed of these macroglobulins. In 
Waldenstrom’s macroglobulinemia, which is as- 
sociated with a characteristic clinical picture, 
macroglobulins constitute 20 per cent or more of 
the total protein. 

The ultracentrifuge has also been used to study 
the relationship between the lipid fraction of the 
blood and atherosclerosis. In conditions charac- 
terized by hyperlipemia, in which an increased in- 
cidence of atherosclerosis is noted, elevated levels 
of lipoproteins with characteristic Svedberg 
values are reported. Another phase of ultracen- 
trifugal investigations has been in the field of 
hypersensitivity, where it has been shown that 
antibodies are characteristically found in the 7S 
and 20 S fractions. 
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FILTER PAPER STRIP 


Albumin al a2 B y 
65% 4% 8% 10% 13% 


FIGURE 3. Normal filter paper electrophoretic strip with 
average values obtained by a densitometer. 


MULTIPLE MYELOMA glob 


Cau. 
It 
>. 


Albumin a2 B hype 
37% 4% 10% 10% 38% 
FIGURE 4. Electrophoretic pattern of a patient with multiple § yatic 


myeloma with the abnormal protein in the gamma-globulin 
fraction. 


MULTIPLE MYELOMA H 


Albumin a1 22 B Y non: 
27% 8% 8% 51% 5% 


FIGURE 5. Electrophoretic pattern of a patient with multiple A 
myeloma with the abnormal protein in the beta-globulin 
fraction. 
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In summary, there are numerous methods for 
investigation of plasma proteins. The electro- 
phoretic separation of the protein fractions into 
abumin, alpha-1-, and alpha-2-globulin, beta- 
gobulin and gamma-globulin has both investiga- 
tive value and clinical usefulness. Ultracentrifu- 
gation, on the other hand, has been utilized as an 
adjunct in diagnosis of the rare condition mac- 
roglobulinemia, and in the study of athero- 
slerosis and hypersensitivity states. Salting out 
procedures, to determine the albumin and globu- 
ln fractions, retain usefulness in the routine 
dinical determination of hyperglobulinemia. 


Causes of Hyperglobulinemia 


It is convenient to classify the conditions pro- 
ducing hyperglobulinemia into five major groups 
(Table 1). With few exceptions, the presence of 
hyperglobulinemia signifies hypergamma-globu- 
linemia, although elevations of the other protein 
fractions may occur concomitantly. Notable ele- 
vations in the beta-globulin fraction frequently 
oeeur in nephrotic syndrome and biliary cir- 
thosis, while alpha-2-globulins may be elevated 
in carcinoma, tuberculosis and systemic lupus 
erythematosus (S.L.E.). 


INFECTION 


Hyperglobulinemia following infection may be 
secondary to either a chronic generalized granulo- 
matous inflammation such as tuberculosis, lep- 
tosy, lymphogranuloma venereum (L.G.V.) and 
kala-azar, or a chronic localized infection such as 
osteomyelitis or subacute bacterial endocarditis 
(S.B.E.). In these instances, the hyperglobulinemia 
probably represents increased reticuloendothelial 
activity with formation of specific antibodies and 
nonspecific gamma-globulin complexes. 


LIVER DISEASE 


A common expression of cirrhosis, either the 
Laennec or postnecrotic type, is elevation of the 
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TABLE 3. 


Causes of Macroglobulinemia 


A. Essential 


B. Secondary to underlying disease 
Multiple myeloma 

Cirrhosis 

Nephrosis 

Lupus erythematosus 
Syphilis 


FPP PF 


TABLE 4. 


Causes of Cryoglobulinemia 


A. Essential 


B. Secondary to underlying disease 

1. Multiple myeloma (most often) 
Kala-azar 
Lupus erythematosus 
Rheumatoid arthritis 
Periarteritis nodosa 
Lymphoma-leukemia 
Cirrhosis 
Polycythemia vera 
Subacute bacterial endocarditis 
Malaria 


TABLE 5. 


Clinical or Laboratory Abnormalities 
Found in Plasma Protein Disturbances 


Clinical or Laboratory Abnormality * Disease 


Blood vessel occlusion Cryoglobulinemia 
Raynaud’s phenomena Cryoglobulinemia 
Purpura Cryoglobulinemia 
Macroglobulinemia 
Hyperglobulinemia 
Ulceration Cryoglobulinemia 
Bleeding tendencies Cryoglobulinemia 
Macroglobulinemia 
Elevated sedimentation rate Hyperglobulinemia 
Macroglobulinemia 
Rouleaux formation Hyperglobulinemia 
False positive serologic tests Hyperglobulinemia 
Abnormal flocculation tests Hyperglobulinemia 


*Cryoglobulinemia, hyperglobulinemia and macroglobulinemia may occur 
individually or together in any combination. 
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serum globulin level. Although the serum globulin 
levels in Laennec’s cirrhosis are moderately high, 
they usually do not exceed 5 Gm. Much higher 
levels are seen in active postnecrotic cirrhosis 
where serum globulin levels as high as 9 Gm. have 
been reported. With healing, the hyperglobuline- 
mia may subside, so that the serum globulin level 
in this disease may have some prognostic signifi- 
cance. 

Slight to moderate increases of serum globulin 
levels may occur in toxic and viral hepatitis. Per- 
sistent hyperglobulinemia in a patient convalesc- 
ing from viral hepatitis, may indicate that the 
disease is becoming chronic. 

Primary or secondary biliary cirrhosis is charac- 
terized by high levels of beta-globulins with mod- 
erate degrees of hypergamma-globulinemia. Ob- 
structive jaundice is usually associated with in- 
creased beta-globulin levels but little or no eleva- 
tion of the gamma-globulin fraction. It has been 
suggested that the analysis of the relative eleva- 
tion of the beta- and gamma-globulin levels may 
be useful in differential diagnosis of hepatocellular 
from obstructive jaundice. Metastatic carcinoma 
of the liver does not result ordinarily in eleva- 
tions of gamma-globulins. Likewise, primary car- 
cinoma of the liver does not result in hypergam- 
ma-globulinemia but may be associated with gam- 
ma-globulin elevations as a consequence of the 
underlying cirrhosis. Hepatic carcinoma, like 
other neoplastic disease, produces elevated levels 
of alpha-2-globulins. 


NEOPLASTIC DISEASE 


Approximately 75 per cent of the patients with 
multiple myeloma demonstrate marked hyper. 
globulinemia, which is usually more than 5 Gm. 
per 100 ml. Serum electrophoresis usually reveals 
a characteristic abnormality, demonstrated by the 
presence of a homogeneous abnormal protein 
which appears as a dense band on the filter paper 
electrophoretogram and as a sharp peak in the 
Tiselius type pattern (Figures 4 and 5). This ab- 
normal protein appears usually in the gamma- 
globulin fraction, occasionally in the beta-globulin 
portion and very rarely in the alpha-2-globulin 
fraction. When the abnormal peak appears be- 
tween the beta-and gamma-globulin fractions, itis 
referred to as the “‘M”’ protein. 

The lymphomas and leukemias may produce a 
moderate increase in gamma-globulin or may even 
be associated with hypogamma-globulinemia. 


COLLAGEN DISEASES 


The usual serum protein abnormalities in the 
collagen diseases are shown in Table 2. Systemic 
lupus erythematosus and scleroderma are ass0- 
ciated with the greatest elevations of gamma 
globulin. The hyperglobulinemia, the positive 
L.E. cell phenomenon and the biologic false-posi- 
tive serologic test for syphilis may all be related 
phenomena. In rheumatoid arthritis, on the other 
hand, marked elevations of gamma-globulin ap- 
pear late in the process, unless the disease is com 


HYMAN J. ZIMMERMAN, m.D. is chairman of the Department of Medi 
cine, Chicago Medical School, and of the Department of Medicine, Mount 
Sinai Hospital, Chicago. Dr. Zimmerman did his premedical work at Uni- 
versity of Rochester and received his medical degree from Stanford Univer- 
sity. After serving an internship at Stanford University Hospital, he wet! 
into the army for three years, during which he was chief of medical services, 
239th General Hospital. Dr. Zimmerman has been assistant professor af 
medicine at the University of Nebraska College of Medicine, Creighto® 
University School of Medicine and Illinois College of Medicine. 
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plicated by intercurrent infection or systemic in- 
volvement. Although early hyperglobulinemia 
does not usually occur in these patients, qualita- 
tive changes in the globulin fraction do appear. 
These changes may be manifest in positive sero- 
logic tests which may be useful in diagnosing 
theumatoid arthritis. 


MISCELLANEOUS 


Sarcoidosis characteristically produces hyper- 
globulinemia, often of marked degree. The hyper- 
globulinemia reflects gamma-globulin elevation. 


Abnormal Proteins 


All of the conditions noted above have the com- 
mon feature of producing elevated levels of nor- 
mal serum globulins. In addition, an abnormal 
serum protein may occur in some of these diseases. 
Two such abnormal proteins are macroglobulins 
and cryoglobulins. The macroglobulins are very 
large proteins having molecular weights in the 
order of one million; and when examined in the 
ultracentrifuge they have values of 19 S or more. 

Macroglobulinemia occurs in a specific clinical 
syndrome which has been called ‘“‘Waldenstrom’s 
macroglobulinemia.” It occurs principally in eld- 
erly males who may present with dyspnea, edema, 
weakness and weight loss, petechiae, purpura, mu- 
cosal bleeding and painless lymphadenopathy 
and hepatosplenomegaly. Macroglobulinemia also 
may be associated with other hyperglobulinemic 
diseases, but rarely, if ever, is seen with multiple 
myeloma. 

Cryogiobulins are proteins which are insoluble 
in the cold (below 20° C.) but which redissolve as 


"the temperature is raised. Exposure to low tem- 


perature may produce intravascular precipita- 


. fj tion. Raynaud’s phenomena, thrombosis of blood 


Vessels with ischemia and necrosis of tissue and 
ulcers may occur. Purpura and bleeding ten- 
dencies may occur because of adsorption of fibrin- 
ogen by the ecryoglobulin. High levels of eryoglo- 
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THYMOL TURBIDITY 
100 


Per Cent Patients with. Elevated Levels 
| 


Mult. L.G.V. $.B.E. Sarcoid LE. Malaria Rheum. 


Myel. 


FIGURE 6. Incidence of abnormal thymol turbidity values in a 
series of patients with various hypergamma-globulinemic 
diseases. 


CEPHALIN FLOCCULATION 


Arth. 


8 8 8 8 & 8 8 8 


Per Cent Patients with Elevated Levels 


Mult, LGV. S.B.E. Sarcoid LE. Malaria 
Myel. 


FIGURE 7. Incidence of abnormal cephalin flocculation 
results in a series of patients with various hypergamma-globu- 
linemic diseases. 
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bulins are most often associated with multiple 
myeloma, but cryoglobulinemia of lesser degree 
may also be associated with other underlying 
diseases (Table 4). A few cases of cryoglobuline- 
mia occur without any demonstrable underlying 
disease. 


Comment 


The etiology of hyperglobulinemia can usually 
be ascertained. Hyperglobulinemia of obscure 
origin is most often secondary to sarcoid, multiple 
myeloma, S.L.E. or §.B.E. In addition to hyper- 
globulinemia, these diseases may occasionally re- 
sult in the production of abnormal serum proteins, 
notably macroglobulins (Table 3) and cryoglobu- 
lins (Table 4). These abnormal proteins have spe- 
cific physicochemical properties which may result 
in recognizable clinical abnormalities. In Table 5 
are listed the clinical and laboratory abnormalities 


which appear related to the abnormal plasma 
proteins. 

Among the reflections of the plasma protein 
abnormalities observed in disease are alterations 
in the flocculation tests. In the presence of hyper- 
globulinemia, thymol turbidity and cephalin floc- 
culation determinations are frequently abnormal, 
while the other parameters of liver function (e.g. 
sulfobromophthalein [B.S.P.] alkaline phospha- 
tase, etc.) may or may not be disturbed. This 
may be observed in S.B.E., sarcoidosis, rheuma- 
toid arthritis, S.L.E. and L.G.V. (Figures 6, 7). 

An interesting contrast to this pattern is seen 
in multiple myeloma, where hyperglobulinemia 
often represents an abnormal protein and where 
flocculation test abnormality is much less frequent. 
Table 2 shows an analysis of the pattern of he- 
patic dysfunction and protein abnormality in the 
hyperglobulinemic diseases. Reference to these 
patterns may be of assistance in clinical diagnosis. 


Gynecomastia In 406 MALE PATIENTS with gynecomastia, the dis- 
ease was predominantly unilateral. 
(Treves: Cancer, 2:1083, 1958) 
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Trends in Medicine: 
Ancient and Modern 


PERRY McCULLAGH, M.D. 
Cleveland, Ohio 


Vast changes have come about in medicine 
since the prescientific area when “spirits”’ 
were thought to account for the unknown. 
Man has learned more in the last 50 years 
than he did in all the preceding millennia. 
In medicine, the vitamins, hormones 

and antibiotics have greatly reduced 

the incidence of disease. 

Where will we go from here? 


FUTURE medical achievements will be possible 
only because of achievements and failures in the 
past. This article outlines some of the more im- 
portant major changes in the progress of medi- 
cine and predicts the trend of medical changes of 
the future. Regarding predictions, two major as- 
sumptions are made, both concerned with tan- 
gible and intangible factors which affect the 
progress of medicine. The first is that radioac- 
tivity will not be used by man for the destruction 
of civilization; the second is that freedom of 
thought, of inquiry and of speech, will not be 
tyrannically destroyed by government. 

The origin of medicine extends into distant an- 
tiquity and the continuity of progress is such that 
no exact date can be set indicating the origin of 
modern medicine. Much has been derived from 
ancient Greek practice, the greatest contribution 
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In the prescientific era, man’s mind groped to explain the 
cause of diseases and thought that demons and spirits were the 
answer. Gradually, superstition was supplanted by logical 
answers, and now man refuses to be defeated in his efforts to 
conquer disease. 


of which, perhaps, is the adoption of the critical 
sense and the skeptical attitude. From the age of 
Hippocrates, medicine has inherited: (1) emanci- 
pation from the shackles of priestcraft; (2) the 
concept that medicine is an art based on accurate 
observation and the science of man as part of 
nature; (3) high professional ideals as expressed 
in the Hippocratic Oath. 

The first examples of medicine’s scientific ap- 
proach came many centuries after Hippocrates. 
About 1600, Harvey discovered the flow of blood, 
a discovery that not only demonstrated a fact but 
revealed something perhaps more important, 
namely, the possibility of discovering facts by scien- 
tific reasoning. Leeuwenhoek’s introduction of the 
microscope was another example of conjunction 
of science and medicine which was a tremendous- 
ly important advance. 


Change in Concepts 


Broad concepts have changed, among them the 
attitude of physicians toward the nature and 
origin of disease. In the prescientific era, “‘spirits’’ 
were called upon to explain the unknown in dis- 
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Trends in Medicine: 
Ancient and Modern 


ease. Three outstanding ideas in regard to the 
change in attitude are: 

1. Disease is caused by positive agents. 

2. Disease may be caused by negative effects. 

3. Disease may be caused by an inability to re- 
act normally to stimuli. 


DISEASE CAUSED BY POSITIVE AGENTS 


This first concept assumes that the forces that 
cause disease always are positive and always are 
external to man in origin. The humoral theory of 
the Greeks was an exception but this approach 
was completely submerged for more than 1,800 
years. 

The concept of positive and external agents as 
applied to the effect of traumatic injury, or injury 
from poisons, bacteria or, more recently, viruses, 
has been in complete ascendancy until relatively 
recent times. Lately, it has included the effect of 
an excess of chemical substances formed inside 
the body. 


DISEASE CAUSED BY NEGATIVE EFFECTS 


In addition to the first concept, men gradually 
became aware of another type of causative factor 
that was negative in nature and that might be 
either external or internal. From this concept of 
negative external or internal agents, has devel- 
oped, within 100 years, the idea that a deficiency 
of specific normal substances, entirely apart from 
starvation in the usual sense, may cause illness. 
As we came to appreciate the importance of this 
idea, we evolved knowledge of disorders relating 
to deficiencies of supporting substances, such as 
vitamins or trace elements from the exterior, 
hormones from the interior. Very recently it was 
found that types of hormonal deficiencies may be 
due to failure of enzyme systems to complete the 
formation of a normal product, a partially fabri- 
cated substitute being secreted. Thus, goiter may 
be caused by failure of the thyroid to complete all 
the steps of thyroxine formation; and pseudo- 
hermaphroditism may be due to failure of the 
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adrenal to complete the fully formed hydrocorti- 
sone, with consequent pituitary hyperfunction 
and excess androgen production. Experimentally, 
and probably clinically, endocrine deficiencies 
can cause cancer. 


DISEASE CAUSED BY INABILITY TO REACT 
NORMALLY TO STIMULI 


This is a considerably newer idea which is gain- 
ing rapid and widespread approval. It is known 
that some defect in the mechanism within, or on 
the surface of, living cells may make it impossible 
for them to function in a normal manner, to 
react normally to stimuli. Such defects form the 
key to our understanding, not only of some gen- 
etic and relatively physiologic conditions, but 
also of the causes of obscure disorders. Examples 
which come readily to mind cover a wide scope. 
They include absence of beard in the North 
American Indians, failure of one or both breasts 
to develop in an otherwise normal woman, and 
disease states such as pseudohypoparathyroidism 
or severe insulin resistance. 


Outstanding Accomplishments 


Knowledge of sanitation and the growing im- 
portance of cleanliness have gradually brought 
about tremendous improvements in health. In 
a broad sense these principles were realized and 
practiced in Babylonian times and were consid- 
ered important enough to be an integral part of 
the Hebraic religion. Probably it was largely 
through the force of these principles that leprosy 
and plague gradually disappeared from Europe. 
In spite of this, the effective use of this knowl- 
edge and most of the resultant improvements 
awaited the second industrial revolution. The 
number of diseases that could be voluntarily con- 
trolled, not to say prevented or really cured, were 
woefully few up to the nineteenth century. Not 
until the sixteenth century was the first specific, 
or near-specific remedy, mercury, widely used for 
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syphilis. It reduced the incidence of the infection, 
at least below epidemic rating. 

In the seventeenth century malaria was cured 
by a Peruvian bark. In the eighteenth century, 
scurvy was cured by including the juice of citrus 
fruits in the diet. Withering showed digitalis from 
foxglove to be beneficial in cardiac disease and 
Jenner prevented smallpox fatalities with cowpox 
vaccination. Remarkable as these advances were, 
they were insignificant compared to what has 
subsequently been done and, curiously enough, 
not by application of the scientific method but 
as a direct aftermath of empiricism. Even vacci- 
nation, the closest exception to this, was prac- 
ticed for centuries in the Orient, at least in a 
modified form. 

Between 1800 and 1900 little can be claimed 
in the conquest of disease, although emetine was 
utilized to cure amebic dysentery, and the feed- 
ing of thyroid was undertaken to counteract fail- 
ure of the thyroid gland. In that century, how- 
ever, a foundation was laid for vast advances 
which were to come. 

About 1850, Virchow popularized knowledge 
of cellular pathology and the bacterial cause of 
disease—among the most far-reaching discov- 
eries of all human progress. It was upon this 
foundation that Pasteur and Koch built the sci- 
ence of bacteriology. Closely akin were the dem- 
onstrations by Von Bering, in 1896, that an anti- 
toxin could eliminate the dreaded diphtheria al- 
most completely from the civilized world. 

Tremendous advances followed, such as Reed’s 
conquest of yellow fever, and the development of 
antisepsis. In the same century, pasteurization 
was begun in the lengthy effort to eradicate tu- 
berculosis and other contagious diseases, espe- 
cially those conveyed by milk. 

Induction of anesthesia was Long and Mor- 
ton’s contribution to surgery and, perhaps even 
more important than this, chemistry, physics 
and mathematics were adopted by medicine as 
significantly allied sciences. 
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When science and medicine joined forces, a gigantic advance 
was made. Leeuwenhoek’s introduction of the microscope is 
one example. 


Current Century Triumphs 


What are the accomplishments of the first half 
of this century? In increasing understanding of 
the human body mechanism, the accomplish- 
ments are greater than the sum of medical knowl- 
edge accumulated over all previous history. In 
the past 30 years, the incidence of disease has 
decreased enormously as the result of vitamins, 
hormones and antibiotics. 


Nutritional Science 

During this time nutritional science has iden- 
tified more vitamins than clinicians know how to 
use, and deficiencies, those that are recognizable, 
can be cured by purely chemical means. The bio- 
chemists have shown physicians not only where 
to look for disease, but have demonstrated the 
existence of diseases that have not yet been iden- 
tified. 

Twenty-seven years ago, in British Columbia, 
I observed a Chinese who had arrived by ship as 
a stowaway. His limbs were swollen and he was 
delirious. My teacher said, “If the man can eat, 
he will recover, but if he is too far gone for that 
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—he will die.’”’ Today, beriberi is cured in a few 
days with the help of thiamin and nicotinic acid. 
Deficiencies undreamed of then are now identi- 
fied and cured with riboflavin, pyridoxine or 
vitamin K. Pernicious anemia is now controlled 
quickly and completely by a few doses of vitamin 
Biz, each dose amounting to about .01 mg. 


Hormones 


The active principles of the glands of internal 
secretion have been isolated at such a rapid rate, 
and so effectively, that they have given access 
to products representing many important hor- 
mones, the most significant of which is insulin. 
Insulin is so effective that there are now indi- 
viduals with no sign of damage from diabetes 
after more than 25 years. Formerly, they would 
have survived only a few years, at most. 

Active agents of all of the major endocrine 
glands are available in practical forms. Including 
the lesser known, the array is admittedly baffling 
even to those best acquainted with the field. 


Antibiotics 

The families of antibiotics have increased from 
the first sulfonamides through penicillin to nu- 
merous others, including the so-called broad- 
spectrum antibiotics. With their aid almost all 
the infections due to bacteria or to the intra- 
cellular rickettsia can be controlled. 


X-ray 


The use of the x-ray, discovered by Roentgen 
in 1896, and of radium by the Curies in 1898, 
has been developed in this country. 


Atomic Science 
Only recently, atomic science has been added 


to the array of contributions to medicine. To 
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date, one disease, hyperthyroidism, is cured by 
a radioactive isotope, one of the radioiodines 
(I'*). Radioactive phosphorus and gold are com- 
monly employed clinically, and many other iso- 
topes are being used in investigating normal or 
disease processes. The future possibilities of this 
new tool defy imagination. 


Cancer Research 


In cancer research, the isolation of hormones 
has accomplished more than any other discovery 
in the past 1,500 years. Metastatic human cancer 
may often be treated so effectively by appropriate 
manipulation of hormones that life may be ex- 
tended sometimes for many years. Antivitamins 
and viruses are under suspicion, and cellular 
mutations are being considered in the same sense 
as alterations in the activity and virulence of 
bacteria. Experimentally, carcinoma can be 
caused at will by endocrine manipulation and 
under some circumstances can be prevented or 
changed greatly in its course by other changes in 
hormonal environment. 


Surgery 


Although surgery can scarcely be said to have 
changed the aspect of medicine generally in the 
great advances mentioned, nevertheless the oper- 
ative procedures of 1900 would not be recognized 
today. Disorders of a sort that 15 years ago no 
surgeon would consider attacking, now are not 
only surgically treated daily but are cured. The 
surgeon is not satisfied with the methods of a few 
years ago: to observe only the patient’s eyes, 
nose, mouth, ears, bladder and bowels. He exam- 
ines also the interior of the stomach, the lungs 
and the brain itself. The brain is inspected for 
tumors by means of fluorescent substances, by 
electricity or by x-ray, after filling the arteries 
with radiopaque materials. When necessary the 
interior of the heart or of the brain can be 
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surgically explored and observed. Operations on 
these organs are now commonplace. 

Under the surgeon’s direction we may have, if 
necessary, artificial hands or feet, remade chins, 
noses or spines, more recently artificial tracheas 
and, at least for temporary use, not only artificial 
lungs but also kidneys. Artificial hearts, which 
function at least temporarily within the chest, 
have been made. 


Results 


How have we profited from all this struggle 
and accomplishment? We have gained important 
knowledge. Health has been greatly improved. 
We have added to the length of life, many years if 
viewed from the expectancy at birth, and some 
years at the latter end. We have probably added 
materially to the sum of human happiness. A 
point has been reached where we may hopefully 
expect the control or eradication of tuberculosis, 
syphilis and, in fact, all infectious diseases, and, if 
not prevention or complete cure, at least reason- 
able control of a great many others. It is not all 
“beer and skittles,” however. In the past ten 
years alone the death rate from cancer has con- 
tinued to mount, and coronary heart fatalities 
have risen from 52.7 to 78.2 per 100,000, an in- 
crease of more than 48 per cent. 

In addition, we have new responsibilities. If 
physicians of a former day could do little good, 
neither could they do much harm. This is not true 
today. A good physician today may be a greater 
asset than formerly, but a bad one is a greater 
menace. It is, therefore, especially important to 
maintain high standards of training and prac- 
tice in order to eliminate charlatans and inade- 
quately trained persons from responsible posi- 
tions. Above all, the populace must continue to 
demand that freedom of thought, freedom of 
speech and freedom of action be maintained, 
thereby curbing coercion which can inhibit the 
activities of men capable of continuing progress. 
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Doctors must never become so scientific, nor medicine so in- 
stitutionalized, that the patient ceases to be the main consider- 
ation. In the modern era, doctors are acquiring a new appre- 
ciation that the emotions are powerful agents in causing and 
curing disease. 


Investigative Advance 


What are the dreams and aspirations of in- 
vestigators today? Let me quote from recent 
statements of a leading biochemist, Szent-Gyér- 
gyi: “The first half century we have spent in 
isolating active substances. The second half will 
be spent in explaining how they act — by pene- 
trating into the structure and organization of 
living matter . . . I expect that the greatest con- 
tribution of biochemistry to science during the 
next half century in this field will be the applica- 
tion of quantum mechanics and the theory of the 
solid state to protein molecules.” Szent-Gyérgyi 
believes that the intimate structure of protein 
molecules must be understood to enable medicine 
to find the cause of degenerative disease and to 
lay such disorders open to therapy. By such 
means we might hope eventually to understand 
proteins well enough to right nature’s failures and 
perhaps some day to prevent inherited debility. 

The Nobel Prize winner, Otto Loewi, believes 
that the development of knowledge regarding the 
mode of action of various substances upon the 
cell will continue for some time to exert a domi- 
nating influence over investigations in the field of 
cellular pharmacology. 

In this field, two new discoveries which may be 
of immense importance are receiving the atten- 
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tion of investigators. One is the discovery that 
substances previously thought to act within a 
cell actually function by touching the cell surface. 
For example, acetylcholine, a normal body con- 
stituent which acts upon the heart, has a striking 
effect in a dose which is calculated to touch only 
1/6,000 of the cell surface, and its maximum 
effect is reached in only a few seconds, not suffi- 
cient time for it to diffuse into the cell interior. 
This explains the fact that the enzyme which 
normally neutralizes acetylcholine also acts ex- 
clusively on the cell surface. 

Another basic discovery recently disclosed 
along these lines is that substances do not enter 
cells by simple diffusion, but with the aid of 
active, energy-yielding processes, probably con- 
trolled by enzymes which themselves are protein 
in nature. 

The new science of enzymology, intimately 
connected with the utilization of cellular mecha- 
nisms for production of energy, must be compre- 
hended, as well as the exact reason that special 
relationships of atoms make it possible for biologic 
substances to join in lock-and-key fashion. More 
and more chemicals which have specific or near- 
specific effects on enzyme systems are found use- 
ful in the study of and the fight against disease. 
The thioureas have a very specific effect in pre- 
venting the synthesis of thyronine; amphenone 
may diminish the hormone production of the 
adrenal cortex in Cushing’s syndrome to low 
normal range; and more recently a chemical rela- 
tive of DDT has been found not only to have the 
power of slowing normal adrenal function in 
animals but of abolishing it or almost abolishing 
it in adrenal cancer while the cancer mass is 
atrophied. A norleucine derivative has been 
shown in some patients to lower levels of hyper- 
calcemia of the range of 18 mg. per 100 ml. in met- 
astatic carcinoma to normal in a few days. These 
are all probably examples of effects which are 
brought about by controlling enzymatic mecha- 
nisms. 
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There are new clues to understanding of hor- 
monal mechanisms which coincide with effects 
perceived in the outside world, operating through 
the five senses, through thoughts or through the 
emotions to bodily changes. When those mech- 
anisms are properly comprehended, the genesis of 
diseases, such as those in which emotional stress 
plays a part, can be fathomed. Only then will new 
words such as psychochemistry assume true sig- 
nificance. A recent advance along these lines is 
that of Farrell who has demonstrated that a brain 
hormone stimulates the adrenal to form aldos- 
terone without the mediation of the pituitary 
gland. 


A Changing Philosophy 
in Scientific Medicine 

I believe I can see a changing attitude in med- 
ical appreciation of science. Certainly the atti- 
tude that nature could have developed without 
origin is difficult to conceive. Hume and Kant 
thought it possible, but few of us today can accept 
such an idea. Most men find it easier to believe 
that only nothing can come from nothing. 

Such ideas as those of du Noiiy appear to be 
more popular today than at the beginning of the 
century. He has studied the probabilities of at- 
taining the configuration of a protein molecule of 
only 20,000 molecular weight and with only two 
kinds of atoms, instead of the usual four or more. 
The mathematic probabilities of forming such a 
molecule, if the atoms were shaken at the rate of 
500 trillion shakings per second, are that it would 
take 10,248 billion years. But the earth is believed 
to have existed for only two billion years, and the 
molecule under consideration is only one protein 
molecule and simpler than any known to exist. 


Medical Ideals in a World Order 


The attitude of medicine is not one of national- 
ity or creed, and physicians the world over feel a 
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keen sense of fraternity. War hospitals in every 
country are usually considered sanctuaries for the 
sick and are mutually protected, just as they were 
in the agreement between the Earl of Stair and 
the Duke of Noailles in 1743. Exceptions may be 
cited. This attitude is disregarded by Russia to- 
day. Our own country, in 1942, adopted tem- 
porarily similarly shameful tactics in withholding 
from the enemy knowledge of penicillin, malaria 
research and prevention of jaundice. It is heart- 
ening to realize that American delegates at the 
World Health Assembly voted in favor of the res- 
olution “that any withholding of scientific or 
technical information on essential therapeutic or 
prophylactic drugs is against the interest of 
humanity.” 


Medicine and the Government 


The fact that the government has a great 
responsibility in contributing to the health and 
happiness of its citizens is clearly recognized. 
Great advances have been made in public health 
and recently early detection of such diseases as 
tuberculosis and diabetes has become a matter of 
general interest. There is, as yet, however no clear 
conception of what constitutes the borderline be- 
tween the field of social medicine or public health 
and the problems presented by the individual 
patient to the individual physician. 

If the profession has failed so far in bringing 
satisfactory medical care to those who need it, the 
government has also failed in both action and 
suggestion. In some ways, our laws fail miserably 
to maintain high standards. At present the laws 
allow the licensing of all sorts of quacks and ill- 
trained people who assume responsibility for 
human life. It would appear that a government 
condoning such shortsightedness is scarcely ready 
to make sweeping legislation in the field. Federal 
medical insurance such as that adopted in Great 
Britain can do nothing but lower the level of 
medical care. Extension of government-support- 
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ed medical care may be desirable in some forms, 
but this should be brought about by gradual 
extension rather than by revolutionary change. 

Public health,services must be extended; early 
detection of disease must be encouraged; and the 
effective use of properly staffed hospitals made 
essential. Health centers should continue to 
grow, and the smaller centers in poor communi- 
ties should be assured of more than local support 
when it is needed. Continued educational pro- 
grams are needed for physicians throughout pro- 
fessional life. Voluntary prepayment plans are 
necessary and will remain satisfactory as long as 
insurance groups do not hire doctors and eventu- 
ally sell their services as business commodities. 

Much progress is being made along these lines 
and, with proper planning, the type of regimenta- 
tion feared by the profession and mistrusted by 
the public can be avoided. 

Above all, the physicians must be allowed con- 
sideration for his patient, who is always the main 
factor. Hence the wisdom of Rousseau’s exhorta- 
tion, ‘‘Le malade, toujours le malade.”’ 


Importance of Humanity in Medicine 


In our haste to dissolve disease by science, one 
of the greatest possibilities for serious error is to 
overlook the fact that medicine is not all science. 
At times it appears that the emotions, which are 
much older and in some ways perhaps wiser than 
newer knowledge, are more powerful than reason. 
Men and women are the most complex and sensi- 
tive of structures, with emotions, appetites, am- 
bitions, fears and hopes, loves, hates and pas- 
sions, all of which disturb the body mightily. If 
anxiety can be called a disease, it is the most 
common of all. The great new advances in pre- 
ventive psychiatry are not yet within the grasp 
of modern science. The most sensitive labora- 
tories and scientific methods cannot measure 
these factors. They must be evaluated by an 
understanding human being. 
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Major Obstacles in Methods 


One of the many obstacles to ideal medicine is 
maintenance of adequate training. It now takes 
eight years after high school graduation to reach 
the end of the medical school curriculum and four 
more to gain admittance to examination in one of 
the more difficult specialties. 

Since no individual can know all phases of 
medicine well, and since the specialties are here 
to stay, group practice will get more and more 
emphasis. Medical practice throughout the coun- 
try is evolving this type of teamwork, but its 
availability to those who may need it is not yet 
assured. Extension of teamwork to all must 
eventually be evolved. 

Teamwork of a highly organized nature is 
necessary for the greatest efficiency in investiga- 
tive branches of medicine also. Such cooperation 
is being developed in communities, in private 
groups, in industry and under direct government 
supervision. The latter, to the present time, 
shows every indication of efficiency and appears 
thus far to be sufficiently free of political control. 


Problems of the Future 


As has been stated, the future of medicine may 
depend not upon the ability of science, but upon 
the structural security of our society. 

Bertrand Russell tabulates three possibilities 
of the future of man within the next 50 years as 
follows: (1) the end of human life, perhaps of all 
life on our planet; (2) a reversion to barbarism 
after a catastrophic diminution of the population 
of the globe; (3) a unification ‘of the world under 
a single government, possessing a monopoly of 
all major weapons of war. 


If the third possibility is realized with a demo- 
cratic way of life, medicine will undergo some 
modification, and future problems will be com- 
bated in a more effective manner. 

The number of surgical operations performed, 
except for injury and perhaps for deformity, will 
continue to decrease. Until we approach the ulti- 
mate in medical practice, surgeons must concern 
themselves with less than ideal methods for eradi- 
cation of tumors, cancer and, in some patients, 
the effects of cardiovascular disease. During this 
interval, means must be developed for safe sur- 
gery in elderly people. Twenty-five years ago the 
surgical risk for individuals more than 60 years 
of age was considerable; today, most surgery can 
be planned with confidence in patients 75 or 80 
years of age. 

Goals intimately connected with medical sci- 
ence of the future include: 

1. The elimination of infectious diseases and 
prevention of their causes. 

2. The control and prevention of arterial hy- 
pertension. 

3. The cure, and eventually the prevention, of 
cancer and other tumors. 

4. The study of and the prevention of the pre- 
mature appearance of aging and the prevention 
of arteriosclerosis. 

5. The development and practice of preven- 
tive psychiatry. 

6. The distribution of the benefits of health to 
all men. 

This fantasy should not end without expressing 
the Utopian hope that some day the previously 
mentioned goals may be realized, and that means 
may be cultivated whereby increased length of 
life may allow men to learn and practice methods 
that will increase true happiness. 
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Spastic Hemiplegia: 


Ktiology and 


Early Diagnosis 


ERIC DENHOFF, M.D. 


AND RAYMOND H. HOLDEN 


Meeting Street School 
Children’s Rehabilitation Centre 
Providence, Rhode Island 


A detailed, retrospective analysis 
of family history and the perinatal period 
was made in 117 cases of spastic hemiplegia. 


Truly “acquired” cases are comparatively rare. 


Most cases are of “‘congenital’” origin, 

the common etiologic factors being anoxia 

and trauma. Thirty-nine per cent 

of congenital cases have neurologic signs 

prior to 6 months of age, and over 50 per cent 
before 10 months of age. 

Very early diagnosis is possible, 

utilizing birth records, psychologic tests 

and developmental studies. 
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THE DIAGNOSIS of infantile spastic hemiplegia is 
often difficult in early infancy. Later, the hemi- 
plegic child has a characteristic appearance, and 
his ultimate developmental progress is the most 
predictable of all the clinical syndromes that 
comprise the cerebral palsies. 

The diagnosis is usually first suspected when 
the young child “‘toe walks,” or insists on using 
one hand almost exclusively to perform tasks 
usually accomplished with two hands at that age. 
The diagnosis is confirmed (usually around the 
third birthday) when such signs are recognizably 
the result of a unilateral hemiparesis in which the 
arm is usually more involved than the leg. Gradu- 
ally the child holds his arm more and more 
against the body, with the forearm bent at right 
angles to the upper arm, the hand bent against 
the forearm and the fist clenched tightly into the 
palm. The child may walk on his toe or adjacent 
ball of the foot with bent knee and inwardly 
rotating leg. Later in childhood, unequal growth 
of the limbs, mental retardation, convulsions, 
impaired sensation of the affected hand, hemi- 
anopsia and perceptual and behavioral problems 
may be found in association with the neuromotor 
component. 


Etiologies 


The causes of infantile spastic hemiplegia have 
been classified as either “congenital” or “ac- 
quired.” In congenital hemiplegia, a history of 
toxemia of pregnancy, birth trauma or anoxia at 
birth is present in almost all cases. Acquired 
infantile hemiplegia is considered a distinctly 
separate entity which may occur at any time in 
infancy or early childhood. Most often, it may 
result from complications associated with infec- 
tion and dehydration during the first six months 
of life. A smaller number of cases are of traumatic 
origin. Infection or trauma may contribute to 
venous thrombosis in major cerebral vessels in 
one hemisphere, producing an immediate contra- 
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Spastic Hemiplegia: 
Etiology and 
Early Diagnosis 


FIGURE 1. A 39-month-old female with a typical early hemi- 
plegic hand position. 
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lateral hemiparesis. Recently, internal carotid 
artery occlusion of undetermined origin has been 
implicated as a cause of acquired infantile hemi- 
plegia. A small number of cases may result from 
head injury, subdural hematoma or spontaneous 
rupture of a small congenital cerebral aneurysm. 


Pathology 


The pathologic findings in infantile spastic 
hemiplegia may include any combination of a 
variety of nonspecific neuropathologic lesions 
found at post-mortem in cerebral palsy. In spastic 
hemiplegia, as in other types of cerebral palsy, 
the pathologic findings may result from focal 
ischemia or more generalized anoxemia which 
may occur in utero, during the birth processes or 
during the early months of life. Of the congenital 
pathologic defects, centrally placed cavitation 
defects in one hemisphere (porencephaly), usu- 
ally the result of occlusion of major cerebral 
arteries or undetermined causes, have been 
found associated with spastic hemiplegia. Vas- 
cular malformations, particularly those arising 
from the superficial vessels in the leptomeninges 
and cortex may also provoke contralateral motor 
disability. Generalized atrophy of the cerebral 
hemispheres, either unilateral or bilateral, is com- 
monly found in cerebral palsy, including spastic 
hemiplegia. This is usually believed to be the 
result of paranatal anoxia. 

At post-mortem, in spastic hemiplegia there 
may be found a unilateral, mild, generalized 
atrophy of a cerebral hemisphere, or a moderate 
to severe hemiatrophy with associated irregular 
nodular shrinking of the cerebral convolutions. 
Such generalized findings in one hemisphere are 
usually initiated by any process which can pro- 
duce local ischemia, such as emboli, vascular 
spasm, vascular syphilis or inflammation. Brain 
tumor, tuberculous granuloma and the effects of 
chronic subdural hematoma are uncommon 
initiators of acquired spastic hemiplegia. It is 
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often impossible to correlate the neuropathologic 
findings with clinical signs. 


Diagnosis 

Early clinical manifestations are limpness of 
the affected arm, and later spasticity of the 
affected leg (Figure 1). In congenital cases, during 
the first six months of life, motor impairment 
may go unrecognized because neuromotor ac- 
tivity is reflex and unorganized. Although corti- 
cal damage may be present, there may be little 
demonstrable difference from a normal child in 
limb movement. However, facial weakness, 
asymmetry of the head, feeding difficulties, 
twitching or convulsions may indicate cortical 
dysfunction. In cases of acquired hemiplegia, 
there should, by definition, be a history of normal 
development prior to the catastrophic event. 

The reasons for the elusiveness of very early 
diagnosis become apparent. In congenital cases, 
unilateral signs of disordered movements are not 
apparent until neuromotor maturational effects 
occur and the deviations from normal are then 
noted. Diagnostic criteria emerge as development 
is impaired. As stated above, in acquired cases, 
growth and development should be comparable 
to normal until the precipitating stress suddenly 
impairs function. 

The purpose of this study is to try to determine 
very early signs and symptoms of infantile spastic 
hemiplegia from retrospective information. In 
addition, it appears possible to test the current 
hypothesis that causes of infantile spastic hemi- 
plegia are either ‘“‘congenital” or “acquired.” 


Method of Study 


Case records of 117 spastic hemiplegic children 
were reviewed to determine possible causative 
factors and clues to early diagnosis. The family, 
perinatal and developmental history received 
special attention. 
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TABLE 1. 
Significant Factors in History 
of Infantile Spastic Hemiplegia 
Spastic Cerebral 
Hemiplegia Palsy Normal 
History (per cent) (per cent) (per cent) 
Family history 
of Neurologic unde- 
disorders. ..... 30 12 termined 
Prenatal 
complications. . 52 70 5 
Obstetric 
complications. . 65 60 15 
Neonatal 
complications. . 52 67 9 
Postnatal- 
infancy 
complications. . 66 48 6 
TABLE 2. 
Composite Picture of Infantile Spastic 
Hemiplegia Birth History Compared 
with Normal Controls 
Spastic Normal 
Hemiplegia* Population 
(per cent) (per cent) 
76 51 
(Birthweight) ....... (6.52 Ib.) (7.2 Ib.) 
Vertex presentation. ... . 81 90 
Cesarean delivery ..... 11 5.2 
11 5.7 
*117 cases 
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Spastic Hemiplegia: 
Etiology and 
Early Diagnosis 


Information was obtained from multiple 
sources. These included hospital birth records, 
hospital records, family physician and consultant 
records, and the records of the Meeting Street 
School Children’s Rehabilitation Center, Provi- 
dence. Control data was obtained from 100 rec- 
ords of a general cerebral palsy child population, 
and 504 consecutive newborn records at the 
Providence Lying-In Hospital. 

Cases were limited to those in whom hemi- 
plegia was known to exist before the third birth- 
day. The diagnosis was confirmed by the senior 
author. The criteria for spastic hemiplegia were 
unilateral motor function disturbances where 


pathologic stretch reflexes could be elicited on the - 


affected side. 
The hospital records were completely reviewed 
and then abstracted by a specially trained hos- 


60 - Congenital 
Deformities 
Prenatal 
50 - 
Cesarean 
40 + 
Prematurity 
30 - 
20 C.N.S. or 
Respiratory 
Distress 
10 - 
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& 
CONGENITAL ACQUIRED UNCLEAR 
62% 27% 10% 


FIGURE 2. Incidence of congenital and acquired etiology in 
117 cases of spastic hemiplegia. 
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pital record room clerk. Each record was then 
reviewed and classified by the authors. 

Following are some definitions of terms used in 
this study: 

Congenital. These are abnormalities resulting 
from genetic and/or adverse pregnancy factors, 
manifested at birth by signs and/or symptoms of 
pathology. 

Acquired. Acquired hemiplegia is believed to 
result from infection, trauma or unknown causes 
after birth. 

Prenatal Period. This includes the period from 
conception to parturition. This period is com- 
prised of three components: the embryonic, the 
early fetal and late fetal periods; or the first, 
second and third trimesters of pregnancy, 
respectively. 

Parturient or Obstetric Period. This is the period 
of labor and delivery. 

Birth-Neonatal Period. This period extends 
from emergence of the head from the uterus 
through the first month of life. 

Paranatal Period. This includes the parturient 
and the birth-neonatal periods. 

Postnatal-Infancy Period. This period extends 
from two to 36 months of life. 

Perinatal Period. This period begins with con- 
ception and continues through the first month of 
life. 


Results of Study 
SIGNIFICANCE OF HISTORY 


Histories of spastic hemiplegics were compared 
with histories of a general cerebral palsy child 
population as well as a normal child population. 
Factors related to the family background, pre- 
natal, obstetric, birth-neonatal, postnatal and 
infancy periods were studied. These are sum- 
marized in Table 1. 

Family Background. Forty-four cases (30 per 
cent) of the spastic hemiplegics demonstrated 
antecedent neurologic disorders in the parents, 
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siblings or close relatives. These included cerebral 
palsy, mental deficiency, epilepsy or convulsions, 
psychosis or mental illness, and certain congenital 
defects. 

Prenatal Period. Sixty-one mothers (52 per 
cent) had complications during pregnancy with 
the hemiplegic child. These were severe or pro- 
tracted nausea and vomiting, hypertension, ane- 
mia and vaginal hemorrhages. 

Obstetric Period. Seventy-six mothers (65 per 
cent) had labor or delivery complications (high 
or mid-forceps, abnormal labor, breech, Cesarean, 
accidental home delivery). 

Birth-Neonatal Period. Sixty-three babies (53 
per cent) were treated for stress at birth and/or 
during the neonatal period. (Prematurity, anoxia 
resulting from atelectasis, twinning or effects of 
ABO incompatibility were among the major fac- 
tors which appeared responsible.) 

Postnatal-Infancy Period. Seventy-eight babies 
(66 per cent) had a variety of disturbances re- 
ported during the first three years of life. Febrile 
convulsions and neurologic symptoms associated 
with congenital anomalies comprised half of this 
group. 

Comparison with Normal Controls. Both the 
spastic hemiplegic sample and the general cere- 
bral palsy sample had a quite obviously greater 
incidence of abnormalities in each period studied 
than did the normal control group of 504 cases. 
Spastic hemiplegic histories had the same types of 
stresses as found in the general cerebral palsy 
child population. The number of postnatal-in- 
fancy factors was significantly higher in the 
spastic hemiplegic group, while the incidence of 
prenatal and neonatal factors was higher in the 
general cerebral palsy child population group. 
The number of obstetric factors was similar in 
both groups. 

_In spastic hemiplegics there was a highly sig- 
nificant increase of family neurologic history fac- 
tors over the general cerebral palsy sample. Al- 
though this is a statistically significant difference, 
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TABLE 3. 


Incidence of “‘Congenital’”’ and “Acquired” Types 
in 117 Cases of Infantile Spastic Hemiplegia 


A. Congenital type (73) 

1. Congenital deformities (6) 
Hydrocephalus 3 
Hydrocephalus with cervical meningocele 1 
Arteriovenous cerebral aneurysm 1 
Oligophenylpyruvia 1 

2. Prenatal period disturbance only (5) 
Cardiac disease 3 
Lobar pneumonia 2 
Anemia, severe 1 

3. Paranatal period syndromes (39) 


a. Maternal-fetal complications requiring 
Cesarean section delivery (6) 


Fetal distress 3** 


Pelvic dystocia 1 
Placenta previa 1 
Postmaturity 1 
Toxemia 1 
b. Prematurity with C.N.S. or respiratory 
distress (16) 
Toxemia 
Other prenatal illness 
Twinning 
Undetermined causes 
ce. Central nervous system or respiratory 
dysfunction at birth associated with 
obstetric complications (39) 
Fetal distress with cord around neck 
Breech delivery 
Precipitate delivery 
Prolonged labor 
Other abnormal presentations 
Miscellaneous 


B. Acquired Type (82) 


1. Disorders of infancy with predisposing 
factors in history (25) 
Febrile convulsions 
Pneumonia 
Measles 
Diarrhea 
Meningitis 
Encephalitis 
Influenza 
Fractured skull 

2. Disorders of infancy without predisposing 
factors in history (7) 
Febrile convulsions 
Head injury 
Meningitis 

C. Unclear Causes (12) 


*One mother with cardiac disease also had pneumonia. 
**T wo babies with fetal distress were born prematurely. 
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Spastic Hemiplegia: 
Etiology and 
Early Diagnosis 


TABLE 4. 


Predisposing Factors (Birth History) 


in 25 ‘Acquired Cases’ 


Prematurity with neonatal complications. ... . 
Fetal distress and neonatal anoxia. ....... 
Central nervous system signs 


Precipitate delivery 


. Cesarean with neonatal complications. ..... . 
Familial disorders .... . 
Prenatal period only... . 


the current state of knowledge of genetic factors 
in cerebral palsy dictates that opinion be deferred 
as to its true significance. These apparent dif- 
ferences may be due to chance governed by the 
sizes of the family samples studied, by the more 
intensive investigation given the spastic hemi- 


plegic group, or by other 
factors not yet known. 
More definitive genetic 
studies on cerebral palsy 
are currently in prog- 
ress. 


COMPOSITE PICTURE 


Statistical informa- 
tion portraying a com- 
posite picture of a spastic 
hemiplegic birth history 
is outlined in Table 2. 


CONGENITAL VERSUS 
ACQUIRED TYPES 


Since the listing of 
“factors” alone might 
not differentiate causes 
in individual cases, it 
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TABLE 5. 


was necessary to review each case separately and 
regroup the factors which presumably could be 
said to cause congenital or acquired types of 
spastic hemiplegia. 

For example, a classification of congenital 
would have either congenital deformities or pre- 
natal or paranatal period disturbances, mani- 
fested at birth as abnormal central nervous sys- 


tem signs or respiratory distress. Acquired cases ; 


would have in the history a specific infection or 
traumatic event following which hemiplegia was 
first noted. In the acquired cases, it should be ex- 
pected that prenatal, obstetric and neonatal 
period records would be within norma! limits. 

Factors obtained from review of case histories 
were grouped under headings which reflected the 
probable pathology leading to the hemiplegia. 
There were 73 cases (62 per cent) which were 
classified as congenital and 32 cases (27 per cent) 
as acquired. There were 12 cases (10 per cent) 
where causes were unclear from the records. 
Figure 2 portrays the major groups and the sub- 
categories within each group. 


Average Age in Months of Appearance of Developmental Items 


in Infantile Spastic Hemiplegia 
Spastic Hemiplegia Controls 
Acquired Acquired 
with without 
predisposing predisposing Cerebral N 
Developmental Items Congenital factors factors palsy ch 
.. 6.2 4.7 0 12.4 
Sitting without support... . 11.0 11.2 6.2 20.4 
Walking alone. ...... 24.0 23.0 18.2 $2.9 
17.2 22.4 12.0 27.1 
Two-three word sentences. . . 31.0 32.0 17.2 37.4 
' Average Age in Months 
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Data on these cases are outlined in greater 
detail in Table 3. 

Congenital Deformities. The major deformity 
was hydrocephalus. Most of these cases either 
had distress observed at birth or a history of 
pregnancy difficulty. 

Prenatal Period Only. Maternal illness thought 
to be conducive to fetal anoxia was outstanding 
inthis group. These babies were also distressed at 
birth. 

Paranatal Period. The “‘paranatal syndromes” 
goup comprised 50 per cent of the congenital 
total. There were three categories: (1) Cesarean 
setion deliveries, (2) prematurity, (3) central 
nervous system or respiratory distress associated 
with obstetric complications. They were all dis- 
tressed at birth. Thirty per cent of 16 premature 
infants had histories associated with toxemia 
of pregnancy. 

Acquired Cases with Predisposing Factors. Twen- 
ty-five (78 per cent) of the 32 cases of acquired 
hemiplegias had factors in their birth records 
similar to those found in the case histories of 
congenital origin. These will henceforth be desig- 
nated as ““pseudoacquired cases” in this study 
(Table 4). 


The Early Diagnosis 


The very early diagnosis of infantile spastic 
hemiplegia depends upon: (1) a knowledge of the 
frst clinical signs, (2) alertness to early develop- 
mental deviations and (8) utilization of diag- 
nostic tests to help clarify evasive signs or 
symptoms. 


FIRST SIGNS 


The first signs of hemiplegia and the age they 
were observed in the congenital group are out- 
lined in Figure 3. 

Figure 3 indicates that first signs noted were 
observed before 10 months of age in 52 per cent 
of our sample, and before 6 months in 39 per 
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ERIC DENHOFF, ™.D. was graduated from the University of Vermont 
Medical School in 1938. He is a fellow of the American Academy of Pediatrics 
and is chairman of that organization’s handicapped child committee. Dr. 
Denhoff is also a fellow of the American Academy of Cerebral Palsy and 
serves on the executive committee of this group. He is currently a member 
of the Institute for Research Health and Sciences at Brown University, 
Providence, Rhode Island; other memberships include the American Asso- 
ciation of Mental Deficiency and the New York Academy of Sciences. 


TABLE 6. 
Intellectual Range in Infantile 
Spastic Hemiplegia 
No. of Per cent 
I.Q. Classification I.Q. Range Cases of Cases 
Lew 89-70 26 (32) 
Mental Retardation 
49-30 0 0 
80 97 
TABLE 7. 
Mean Intelligence Scores and Range 
in Infantile Spastic Hemiplegia 
Number Mean T.Q. 
Etiologic Classification Cases I.Q. Range 
Congenital deformity. . . 6 78.1 (30-109) 
Prenatal period only . . . 2 92.0 (84-100) 
Paranatal period. ... . 
6 102.6 (60-132) 
Prometurity. ..... 11 82.8 (50-106) 
C.N.S. or respiratory 
26 74.2 (20-140) 
Pseudoacquired ...... 17 86.7 (30-125) 
Unclear causes. ...... 10 75.0 (10-116) 


cent. These early signs involve the face (stra- 
bismus and facial paralysis) or the arm (twitch- 
ing or impaired hand use). 

In the acquired group, hemiplegia was noted to 
occur spontaneously either during the acute 
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Spastic Hemiplegia: 
Etiology and 
Early Diagnosis 


phase or convalescent phase of the precipitating 


explained by a policy of “‘let’s wait and see” as 


illness or accident. compared with the dramatic appearance of sud- sae 
Figure 4 illustrates that the mean age of ap- den hemiplegia in a child previously apparently§ Ps 
pearance of clinical signs in congenital cases (13.8 healthy. with 
months) was similar to the mean age of acquired testi1 
cases with predisposing factors (pseudoacquired). DEVELOPMENTAL CLUES for t 
This contrasts markedly with the later mean age Developmental progress, or lack of it, is an§ sicall 
of the acquired group, which was 26.8 months. important first consideration in early diagnosis. § from 
Children with congenital and pseudoacquired § grou 
DEFINITE DIAGNOSIS types of spastic hemiplegia sit unsupported, walk § ever, 
The mean age of the definite diagnosis in the unaided and speak single words or two-to-three § dull 
congenital group was 28.7 months. This means word sentences more quickly than does the aver- 
there was an average time lag of 15.5 months age cerebral palsied child. Nevertheless, the | °N’ 
between initial observations and confirmed diag- former groups are slower in achieving develop-§  T' 
nosis of spastic hemiplegia. In the pseudoac- mental independence than are normal children. J agai 
quired group and the acquired group, there was By comparison, in the acquired cases children § grou 
little time lag between initial signs and con- have normal developmental histories until the J bott 
firmed diagnosis. The greater time lag in diag- time of their catastrophic illness or accident} quir 
nosis in the congenital group may perhaps be (Table 5). to 
pare 
Number cr Age in Months had 
Sige of Come 8 5 6 7 8 10:11 12 13 14 15 16 17 18 19 20 21 22 23 24 24/86 
Twitching of arm 5 
and/or leg BS Dis 
Impaired hand use 24 B35. T 
= = acq 
Strabismus; 5 
facial 
Convulsions associated 1 revi 
with hemiplegia tho 
we 
Impaired gait 7 = nec 
Delayed development 7 difl 
_ bre 


FIGURE 3. First signs of hemiplegia and age of occurrence in 73 cases of congenital origin. 
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PSYCHOLOGIC EVALUATION 


Psychologie evaluation was done in 80 cases 
with the revised Stanford-Binet, Form L as the 
testing instrument. Test situations were modified 
for the most productive performance of phy- 
sically handicapped children. The range varied 
from superior intelligence in 8 per cent of the 
group studied to severe mental retardation. How- 
ever, 63 per cent of the group were of average to 
dull normal intelligence (Table 6). 


CONGENITAL VERSUS ACQUIRED 


The psychologic test cases were compared 
against etiologic classifications. The acquired 
group had an average I.Q. value of 95.2, while 
both the congenital group and the pseudoac- 
quired had I.Q. values of 85.9 and 86.7, re- 
spectively (Table 7). 

The widest fluctuations in I.Q. occurred in the 
paranatal subgroup. Babies who had central 
nervous system or respiratory distress at birth 
had the lowest average I.Q., and the Cesarean 
section babies had the highest average I.Q. 


Discussion 

The implications of this study are that truly 
acquired cases are the exception rather than the 
rule in infantile spastic hemiplegia. When hemi- 
plegia appears after a catastrophic illness or in- 
jury, often an investigation into the birth history 
reveals possible predisposing events similar to 
those found in the congenital types. This earlier 
predisposition usually is the result of fetal or 
neonatal distress which apparently paves the 
way for later neuromotor dysfunction. This hy- 
pothesis explains the occurrence of spastic hemi- 
plegia in our pseudoacquired cases. 

In the congenital cases, the causes appear no 
different from those found in other types of cere- 
bral palsy. 

There are a small number of cases which are 
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CONGENITAL ACQUIRED ACQUIRED 
WITH WITHOUT 
PREDISPOSING PREDISPOSING 
FACTORS FACTORS 


FIGURE 4. Mean age of appearance of first signs (in retro- 
spect) in 105 cases of infantile spastic hemiplegia. 


truly acquired and are sequellae of illness or acci- 
dent in early childhood. In many cases the patho- 
logic process is likely initiated by, venous or 
arterial thrombosis. However, it is likely that in 
congenital or pseudoacquired cases the predispo- 
sition for the pathologic event occurred in utero 
or at birth itself from stresses which unfavorably 
affect a growing central nervous system. 

While the studies of Perlstein and Hood report 
that postnatally acquired cases comprise approxi- 
mately one-third of the total spastic hemiplegic 
group, and superficially our statistics revealed a 
27 per cent incidence, the true incidence was 
less. Only seven cases (6 per cent) can be re- 
garded as having a true spontaneous type of 
hemiplegia with a known precipitating cause. 

A very early diagnosis of spastic hemiplegia 
usually cannot be made on clinical signs alone. 
Rather, one must correlate the very early find- 
ings with the birth record, developmental prog- 
ress and psychologic progress. 

In some cases the early diagnosis may be aided 
by pneumoencephalography. Previous studies 
have demonstrated a high correlation between 
clinical diagnosis, pneumoencephalographic clas- 
sification and psychologic test results as far as 
intellectual development is concerned. However, 
the pneumoencephalogram need be used only in 
those early cases where the clinical diagnosis is 
unclear or where there is disagreement between 
examiners regarding intelligence. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the fifth of twelve from Cornell University. 
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Practical Therapeutics 


Treatment of Eczematous Eruptions of the Hands 


GEORGE M. LEWIS, M.D. AND MARK R. MARCIANO, M.D. 


Department of Medicine (Dermatology) 
New York Hospital 

Cornell Medical Center 

New York, New York 


THE HANDS are particularly vulnerable to a 
variety of eczematous eruptions. The malady 
may be localized to this part of the body or may 
be part.of a more generalized process. It is usually 
more difficult for the physician to interpret the 
evidence correctly when the hands alone are 
affected than when other sites are also involved. 
Occasionally the rash is minimal, such as when 
the eruption is limited to a small area and is non- 
pruritic. 

At other times eczematous involvement of the 
hands is extensively distributed, and the inflam- 
mation may be sufficiently severe to totally inca- 
pacitate the patient. In almost all instances the 
activities of a patient are curtailed. 

Every effort should be made to classify the 
eruption as exactly as possible. At times clinical 
evidence may be sufficient to identify promptly 
the variety of eczema. On other occasions pro- 
longed observation and study of the patient and 
fash are necessary, and it may be desirable to 
perform skin tests or to carry out laboratory 
procedures. The prognosis is usually favorable. 
On occasion, and for many reasons, considerable 
effort may be spent before the eruption is 
brought under control. Irrespective of the type, 
the best results follow good patient cooperation 
in eruptions of recent origin. Conversely, the 
least responsive eruptions are those of long dura- 
tion, and in which the patient will not or cannot 
follow directions. 
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Classification 

For the majority of patients, the basic ecze- 
matous eruption can be placed in one of five 
groups (Table 1). A mixture of two or more fac- 
tors is frequent, accounting for sequential 
changes. For instance, secondary pyogenic in- 
fection may complicate a pruritic eruption that 
began as a typical instance of neurodermatitis. 


Methods of Investigation 


A careful history is fundamental, tracing the 
origin and development of the eruption, the 
presence or absence of subjective symptoms, past 
therapy (professional and _ self-administered), 
and effect of season, vacations, etc. A special 
contact history may be advisable. The personal 
history should inquire into the general medical 
background, with emphasis on allergic mani- 
festations, stressful personal situations, tendency 
to pyogenic or fungous infections, and ingested 
or parenterally administered drugs. Questioning 
should elicit whether the skin has always been dry 
(use of hand lotions) with a tendency to chap 
readily. The family history for allergies, neurotic 
tendencies and infections may be helpful. 

The protocol should record the distribution of 
the lesions; in particular whether they are local- 
ized to the hands or are part of a more extensive 
eruption, whether unilateral or bilateral, sym- 
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TABLE I. 


Differential Features of Eczema of the Hands 


Character- 
Family Personal Favored Primary _ istic 
History History Pruritus Duration Season Location Lesion Appearance 
Contact negative prior 0 to days higher dorsal erythe- diffuse 
Dermatitis treatment; +++ to incidence _ surface ma; areas of 
occupation; weeks in vesicle erythema, 
environment winter edema, 
vesiculation 
Neurodermatitis emotional allergies; ++++ months better dorsal micro- patches of 
(Atopic Eczema) problems; emotional to in surface _ scopic lichenifica- 
asthma; problems years summer vesicle; tion 
hay fever; (recurrent) (usually) macule sealing and 
urticaria; excoriations 
migraine 
Vesicular emotional feet; + to days flares in palms; vesicle deep- — 
Eruptions of the problems emotional Se to hot sides of seated, 
Palms and Sides problems; years humid fingers discrete 
of Fingers drugs (recurrent) weather vesicles 
Nummular emotional emotional ++ to weeks more dorsal vesicle erythema- 
Eczema problems problems; ++++ to prevalent surface tous 
drugs months in and edema- 
(recurrent) winter tous 
patches of 
superficial 
vesicles; 
crusting 
Chronic diet; infection; + to months no fingers ? ill-defined; 
Eczema infections overweight ++ to important erythema; 
emotional years change thickening; 
problems; fissuring 
prior 
treatment 
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GEORGE M. LEWIS, M.D. has written two books (Practical Dermatology 
and Introduction to Medical Mycology) and over 100 articles on dermatology. 
Currently professor of clinical medicine (dermatology), Cornell University 
Medical College, with an active practice in New York City, Dr. Lewis is @ 
past president of both the American Board of Dermatology and Syphilology 
and the American Academy of Dermatology. He has also served as secretary 
of the board. Mark R. Marciano, M.D., coauthor, was graduated from the 
State University of New York College of Medicine, Syracuse, and is now @ 
resident physician at New York Hospital. 
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metric or asymmetric, affecting al] surfaces or 
more limited sites such as the palmar or dorsal 
aspects, the sides of the fingers, the webs, etc. 
Are the lesions discrete or confluent, amorphous, 
linear or configurate? What is the primary lesion? 
What secondary characteristics have appeared? 
Special tests include diascopy, patch tests to 
suspected contacts, direct mounts, stained smears 
and cultures to demonstrate pathogenic bac- 
teria or fungi and rarely a biopsy. Sometimes a 
patient is hospitalized to facilitate study or to 
remove him from his environment. 

A general physical examination, while always 
to be encouraged for other reasons, is not de- 
pendable as a diagnostic procedure. Intradermal 
food tests, blood chemistry studies and stool 
examinations are often performed to satisfy or to 
reassure the patient, but invariably fail to reveal 


# a cause for the rash. 


Clinical Findings 

1. Contact Dermatitis (Eczema). The duration 
is usually days or weeks. Itching is often severe 
but rarely may not even be present. The history 
may indicate other attacks, perhaps of increasing 
severity. Personal and family history of other 
allergies, if positive, may confuse the issue. 
Occasionally patients help by suggesting a cause, 
such as the use of a new detergent, and in most 
Instances the probable causes are elicited by 
careful questioning (Figure 1). Patch tests may 
then be utilized to establish proof. 

The eruption may have followed closely on 
starting a new job. The backs of the hands and 
fingers, with a relatively thin stratum corneum, 
ti much more vulnerable than the palmar sur- 
aces, 

The eruption may be vesicular or dry. Ery- 
thema is almost always present. The border of 
the affected skin is not sharp or well delineated. 
Edema may be a prominent or a minimal symp- 
tom. Thickening, but not lichenification, occurs 
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if the eruption persists for several weeks. Ex- 
cessive dryness of the skin (xeroderma) is a fre- 
quent predisposing factor. The actual cause may 
be either a nonselective irritant or one of many 
sensitizers. Soap and detergents are important 
irritants and should always come under close 
scrutiny. Included in the numerous allergens or 
sensitizers are cosmetic items such as hair dye 
(paraphenylenediamine) or hand lotions contain- 
ing lanolin; metals such as nickel; chromates in 
leather or cement; solvents, paints, cleaners, 
polishes and plants. 

The possible causes may be many and, as indi- 
cated, may be mineral, animal or vegetable. 
The problem is further complicated when the 
cause of the eruption is something in connection 
with the patient’s occupation. The eruption may 
then be a compensable dermatosis. © 

2. Neurodermatitis (Atopic Eczema). With 
hand localization part of a long-standing or re- 
current eruption involving other parts of the 
body, siblings may be subject to eczema or to 
asthma, hay fever, urticaria, migraine or sinus- 
itis. Emotional instability may be also a notable 
family trait. Such a history is less often obtained 
when the eruption is of more recent origin and 
localized to the hands. Nevertheless, careful in- 
quiry should be made. 

A personal history of an allergic disorder is 
more frequent when the eruption is of long 
standing and also affects flexoral areas. Emo- 
tional factors are of utmost importance. Prob- 
lems are often found among students in their 
teens, in recently married women, or in women 
approaching or following the menopause, thus 
implicating hormonal factors as well as stress. 

A clue to this variety of eczema may come 
from a history of lack of response to a variety of 
treatment procedures, or of rapid resolution of 
the disease when the patient is on vacation and 
later recurrence under periods of stress. Pruritus 
is always prominent. 

The eruption is variable as to location and to 
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Treatment 
of Eczematous Eruptions 
of the Hands 


clinical appearance (Figure 2). There is a tend- 
ency to localization in plaques. It may affect 
only one area, such as a finger, or rarely it may 
be bilateral and symmetric and cover many 
parts of the hands. The backs are favored, but 
the palmar aspects often share the process. The 
affected skin is characteristically dry and thick- 
ened (lichenified). Scratching may open up fis- 
sures, and secondary infection is then a threat. 
Contact dermatitis from overenthusiastic or 
poorly selected local treatment is a common 
complication. This is often characterized by 


FIGURE 1 (below). The lesions of contact dermatitis of sensitiz- 
ing type are acute and superficial. A. Ill-defined, erythema- 
tous, vesicular patches not entirely limited to area of contact 
with nickel. B. Poison ivy. C. Rubber gloves are responsible. 
D. Chromate sensitivity of unusual distribution. 


moisture, oozing of the skin and vesicle forma- The 
tion. The eruption also may then tend to spread §"¥ © 
over the hands and even up the arms. Wide- themat 
spread autoeczematization is an occasional com- des ra 
plication. coriate 

3. Vesicuiar Eruption of Sides of Fingers and § *yPet! 
Palms. It is not uncommon to observe a shower 
of discrete vesicular lesions of the palms and sides 
of the fingers. The onset is usually abrupt; the 
lesions last for a few days and itching is usual. 
The eruption is often recurrent and is more fre- 
quent in the summer. The family and personal 
history may suggest some emotional instability. | “°!8 


The lesions often coincide with stress. Drugs un- § d 
commonly are responsible. The feet may reveal = ‘ 
e 


evidence of acute fungous infection. 
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The eruption may be relatively noninflamma- 
tory, or more frequently the vesicles become ery- 
thematous and edema develops. While the vesi- 
des are usually deep-seated, patients may ex- 
criate the skin, with resultant exudative areas. 
Hyperhidrosis is a common accompaniment. 

In the absence of a demonstrable or historic 
aplanation, the eruption is termed dyshidrosis, 
or it may be classified as a sweat retention dis- 
oder (Figure 3). If caused by dissemination of 
products from a fungous or bacterial focus, der- 
matophytid and bacterid are the appropriate 
designations. 

4. Nummular Eczema. Careful inquiry may 
dicit evidence of stressful and emotionally un- 
stable situations in the family background or in 
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the patient. This disorder is characterized by 
successive development on the backs of the hands 
of superficial vesicles clustered in plaques (Figure 
4). The patches are erythematous, edematous 
and circinate. Itching is usually severe. Other 
lesions may develop on the arms or legs or on the 
dorsa of the feet. Occasionally there is only one 
lesion. 

5. Chronic Eczema. This diagnosis is appro- 
priate for eczematous eruptions that are of long 
duration and uncertain type or types which fail 
to respond to conventional therapy. The original 
disorder may have been of the contact, atopic or 
nummular variety, or there could have been a 
pyogenic, yeast or other fungous infection. In 
most of the cases, long-continued irritants, often 
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as therapy, would seem to be important in the 
continued persistence of the rash. Often there is 
the distinct impression that the disease is so in- 
grained in the individual’s pattern of reactivity 
that having the eczema is almost a normal status 
for that patient. 

The eruption may be localized to one finger, 
but more commonly is present on multiple sites 
(Figure 5). The affected skin is erythematous and 
thickened. There may be some edema. Occasion- 
ally the surface is exudative, but more frequently 


FIGURE 2 (below). Neurodermatitis (atopic eczema). A. Soli- 
tary, dry, infiltrated plaque. B. Limited in extent, this erup- 
tion is unilateral and fissures are. painful complications. C. 
Bilateral and symmetric infiltrated eruption of long stand- 
ing: Note the sharp border, proximally. D. Involvement of the 
hands in a lichenified eruption of widespread distribution. 
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dry. Fissuring is common, particularly during the 
winter months. 

A family or personal history of obesity or high 
level of sugar in the blood, tendency to develop 
infections, and emotional instability are occa- 
sionally important leads. 


Differential Diagnosis 

The chief difficulty is usually in deciding the 
type of eczema, and this has already been dis- 
cussed. However, it should again be emphasized 
that a mixed etiology is almost the rule, so that 
one may have to identify the various components 
to arrive at a precise diagnosis. There are a few 
other disorders that may involve the hands and 
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may provide some difficulty in being distin- 
guished from eczema. 

1. Erythematous lesions, often with edema, oc- 
cur over the dorsal aspects of the distal phalanges. 
Among these are superficial, patchy lesions of 
systemic lupus erythematosus or of pernio. Young 
women are particularly prone, and an alert phy- 
sician will find corroborative evidence. The red 
puncta on the palms observed in secondary syphi- 
lis might be overlooked by the unwary physician. 
Examination of the trunk, and a serologic test for 
syphilis will provide ample confirmation. 

Drug eruptions are notorious mimics of conven- 
tional dermatoses and should always be kept in 
mind. Halogens may produce vesiculobullous le- 
sions, but with iodides and bromides as with 
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most other drugs, other lesions will occur on the 
trunk extremities or mucous membranes, and a 
history of drug ingestion or administration will be 
obtained. Arsenical keratoses and eczematous 
lesions tend to localize to the hands and feet. 

Such disorders as erythema multiforme and 
pemphigus might for a time be confused with 
plant dermatitis. The lesions of erythema multi- 
forme often reveal a target appearance, while in 
pemphigus the bullae tend to rise from normal 
skin. Furthermore, the lesions increase in number 
slowly, in comparison with poison ivy. 

2. Scabies occurs infrequently and so may not 
be in mind when a patient presents a vesicular 
eruption of the hands. Patients often credit the 
physician with ability to diagnose an extensive 
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FIGURE 3. Dyshidrotic eruption of palms and sides of fingers 
may be due to one of many causes. One should particularly 
suspect drugs, either ingested or parenterally administered, 
and search for a primary inflammatory focus. In this in- 
stance the hand manifestations were considered secondary to a 
chemical dermatitis of the feet. : 


FIGURE 4 (below). Nummular eczema. A. Solitary quarter- 
sized plaque. B. Symmetric, well-defined patches over fingers. 
C. Multiple, discrete and confluent, superficial lesions. 
D. The original, sharply-defined lesions are less apparent be- 
cause of super-added contact dermatitis, caused by too vigor- 
ous local treatment. 
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eruption from examination of a sample. If the 
webs and sides of fingers are involved, suspicion 
should be aroused. Examination of points of elee- 
tion on the patient’s body and extremities, and of 
similar lesions in other members of the family, 
should lead to a scraping which will corroborate 
the diagnosis. Failure to diagnose scabies prompt- 
ly may prove embarrassing. 

8. Acute fungous infections may be of three 
types (Figure 6). Candida albicans, the cause of 
moniliasis, is a frequent invader of the parony- 
chial tissues, the sides of the nails, and may be 
responsible for an intertrigo of the webs. Most of 
the patients have their hands in water habitually 
(waiters, soda fountain clerks, housewives, etc.), 
or are middle-aged, overweight women. The strict 
localization to the above sites, tenderness and 
pain rather than itching, and laboratory con- 
firmation will suffice to make a definite diagnosis. 
One or more patches of tinea circinata may 
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simulate nummular eczema. In tinea circinata 
the superficial patches have an active border with 
a tendency to clearing in the center. A direct 
mount and culture will be of help. 

Primary dermatophytosis of the hands is an 
uncommon condition but may be considered in 
a vesiculobullous eruption of the palms or sides 
of fingers, which spreads rapidly. Laboratory 
studies will confirm the diagnosis. This should 
include direct mount, culture and repeated tests 
with trichophytin which may demonstrate a 
positive reaction following negative responses 
earlier. 

4. Bacterial invasion of the hands usually re- 
sults in a pustular, crusted eruption which tends 
to localize around the distal phalanges. This may 
be misdiagnosed as a contact dermatitis and may 
persist for weeks or months until a bacterial cul- 
ture is made. In the conventional eczematous 
eruptions already discussed, and particularly in 


chronic eczema, the complication of pyogenic in- 
fection may provide an insidious component. 

5. Dry, lichenified eczema (neurodermatitis) is 
sometimes simulated by psoriasis, and by tinea 
due to T. rubrum. In psoriasis the lesions are 
rarely confined to the hands and are dry, scaly 
and thickened, but not lichenified. There is often 
no pruritus. Examination of the nails may reveal 
pitting, separation distally or red puncta. In the 
chronic fungous infection, one hand is usually 
affected; there is almost always evidence on the 
feet; the skin is diffusely thickened, dull, red and 
scaly; and the nails are frequently involved, 
being yellow, friable and opaque. A scraping and 
culture will confirm the diagnosis. _ 

6. Pustular psoriasis is a chronic disorder af- 
fecting the palmar surfaces and soles, the essen- 
tial lesions being sterile, deep-seated pustules. 

7. Generalized exfoliative dermatitis. The hands 
always share this rare, widespread eczematous 


GP November 1959 


171 


: 
e 
x 
f 
t 4 
e 


A 

r 
t 

- 


Treatment 
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TABLE 2. 


Outline of Treatment for Eczematous Eruptions of the Hands 
Topical Systemic 


Other 


Contact soap substitute; gloves; wet compress in acute phase; antihistamines, 
Dermatitis shake lotion; pastes in subacute phase; ointments steroids permissible 
(steroid; tar) when persistent for acute eruption 


Neurodermatitis soap substitute; ointments (tar; steroid); lubrication; antihistamines; 

(Atopic Eczema) (avoid lanolin) sedatives; 
tranquilizers; 
vitamin A 


Vesicular Eruptions soap substitute; gloves; wet compress in acute phase; stop other medica- 

of the Palms and shake lotion; feet? tions; 

Sides of Fingers antihistamines; 
anticholinergic drugs; 
sedation? 


soap substitute; wet compress for acute phase; antihistamines; 
Lassar paste—add tar in increasing percentage vitamin A 


Chronic soap substitute; ointments (steroid; tar; anti- antihistamines; 
Eczema bacterial) vitamin A 


FIGURE 5. Chronic eczema. A. Eruption of ten years’ duration 
with monomorphous features. B. Tendency to plaquey per- 
sistence makes for superficial resemblance to neurodermatitis. 
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avoid contact 
with causal 
agent 


restricted diet? 
vacation? sleep? 
activities; x-rays 
x3 

(once weekly) 
psychiatric consul- 
tation 


vacation; sleep; 
activities 


vacation; sleep; 
activities; 
x-rays 75r x 3 
(once weekly ) 


restricted diet; 
vacation; sleep; 
activities; 
x-rays 75r x 3 
(once weekly) 
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eruption, which is often a complication of pso- 
riasis or may be a manifestation of lymphoblas- 
toma. The skin is diffusely affected, being dry, 
red and edematous. From the standpoint of mor- 
phology, this could be included as a type of 
chronic eczema, but the implications are much 
more ominous. 


Treatment 


In cases of contact dermatitis, the eruption 
may clear spontaneously once the offending agent 
is removed from the environment. However, this 
does not always take place. The eruption may 
become so ingrained that the process is not re- 
versible spontaneously. The physician must also 
be on his guard not to be misled by coincidental 
improvement following a certain procedure. Se- 
lection of appropriate treatment should not be 
based on trial and error technique, but rather on 
a belief that the drug or preparation has a good 
chance of being effective. The physician is also 
urged to avoid proprietary drugs when possible. 

Perhaps the most common error is overtreat- 
ment. An outline of treatment will be found in 
Table 2. Further explanation and amplification of 
treatment follows. 


1. LOCAL MEASURES 


The first problem in all varieties of eczema is 
the usual frequent washing of the hands. Defat- 
ting of the skin and reduction in the normal 
acidity of the skin are to be avoided or limited. 
Lined rubber gloves should be worn to prevent 
contact with soap, cleaning fluids, solvents and 
other irritants and should be promptly removed 
to reduce the tendency to maceration. In plan- 
ning for a cleaning routine, it is advisable to 
eliminate the use of soap. . 

Depending on the degree of inflammation, re- 
course may be had to simple oil sponging with 
cotton if the part is greatly inflamed. In instances 
of subacute or chronic dermatitis, a soap substi- 
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tute may be utilized, but the patient should be 
impressed with the need to limit the number of 
washings to a bare minimum. Commercial prod- 
ucts are available, and such brands as Lowila, 
Dermolate and Phisoderm are satisfactory. Some 
form of local medication is also advisable in all 
types of the disease, and even if these forms are 
not specific, they are usually an improvement 
over what the patient would select if left to his 
own devices. In contact dermatitis, when the 
rash is vesicular or exudative, boric acid wet 
dressings applied for hour and repeated 
several times daily, often soothing and anti- 
inflammatory. Mineral oil should then be sponged 
on the surface. 

A shake lotion such as neocalamine N.F. may 
also be prescribed in vesicular eruptions (contact 
dermatitis, nummular eczema and dyshidrosis), 
but since there is often some limitation to move- 
ment of the fingers, it is not often acceptable for 
more than a few days. Zinc oxide paste U.S.P. 
consists of 25 per cent each of zine oxide and 
starch in petrolatum and is almost always well 
tolerated. 

An ointment of 2 per cent boric acid and 10 per 
cent starch in petrolatum will be less drying. A 
variety of drugs may be utilized by adding to 
these basic prescriptions. Hydrocortisone in lo- 
tion or ointment has become a valuable agent in 
the treatment of almost all forms. Its expense is 
still a handicap to its liberal application. How- 
ever, even if applied sparingly, hydrocortisone or 
its equivalent is an effective antipruritic and anti- 
inflammatory agent. Hydrocortisone is best not 
prescribed for application to exudative and in- 
fected skin surfaces. 

In the essentially dry eruptions, particularly in 
neurodermatitis, lubrication may be accom- 
plished by an emollient cream such as hydrophilic 
ointment, by a commercial vegetable grease such 
as Spry or Crisco or by light mineral oil. If infec- 
tion supervenes, wet boric acid and saline packs 

should be applied at alternate hours, followed by 
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liberal application of an antibiotic ointment such 
as neomycin or bacitracin. When the vesicular 
eruption of palms and sides of fingers is secondary 
to acute dermatophytosis of the feet, it is im- 
portant to concentrate on the primary disease 
and to be careful not to overtreat the allergic 
component. 


2. INTERNAL MEDICAMENTS 


The antihistamine drugs have deservedly come 
into popular use in the treatment of most types of 
eczema. Of considerable help in suppression of 
itching, they are also anti-inflammatory. To ob- 
tain the best results, they must be given in ade- 
quate dosage, and it is not uncommon to pre- 
scribe two different drugs concurrently. For in- 
stance, Tagathen, 25 mg., or Neo-Antergan, 25 


FIGURE 6 (left and below). Hand eruptions often confused 
with eczema. A. Erythematous, thickened, scaly fungous in- 
fection caused by T. rubrum. B. Dry, scaly papules and 
keratoses, late resulis of arsenic administration. C. Psoriasis 
of superficial, plaquey type. D. Pyoderma, or staphyloderma, 
a most unresponsive disorder. E. Psoriasis of extensive dis- 
tribution, with secondary exfoliative dermatitis. F. Pustular 
psoriasis, the primary lesions being sterile. 
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mg. or Chlor-Trimeton, 4 mg., may be pre- 
scribed to take three times daily after meals. In 
addition, either Benadryl, 50 mg. or Phenergan, 
12.5 mg., may be ingested at bed time. 

The best plan for utilizing these or other anti- 
histamines is to change the drug if satisfactory 
results are not observed after a few days, or if 
sufficiently annoying side effects should appear. 
There is considerable variation in response. As 
the eruption is controlled, the amount of drug is 
reduced. When a patient is emotionally disturbed, 
small doses of tranquilizing drugs such as mepro- 
bamate or rauwolfia may be included with the 
antihistamine. 

An anticholinergic drug such as Probanthine 
(15 mg. t.i.d.) is indicated in dyshidrotic erup- 
tions. 

Vitamin A, 50,000 units daily, should be pre- 
scribed when xerosis appears to have been a 
primary factor in the etiology of the eruption. 
It is also advised in nummular eczema. 

Cortisone and other steroids are almost always 
contraindicated. Temporary help is most often 
followed by a sharp exacerbation. In acute con- 
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tact dermatitis, their use is justified for two or 
three days and may help provide a quick cure. 

Sedatives such as phenobarbital, gr. 44 three 
times daily after meals, or a soluble barbiturate 
such as Seconal or Nembutal, gr. 34 at bedtime, 
are often useful. 


3. OTHER REMEDIES 


The advice: ‘‘Don’t go near the fire or you’ll 
get burned’’! may appear self-evident, but should 
nonetheless be repeated and emphasized to many 
patients with contact dermatitis. For the more 
obstinate cases of neurodermatitis, nummular 
eczema or chronic eczema, a short course of x-ray 
treatment may prove to be most effective. Such 
treatment should be given only by a dermatolo- 
gist, and if three or four weekly treatments of 75r 
do not produce considerable improvement, such 
treatment should be terminated. 

Instances have been reported of good results 
following extirpation of tonsils and other foci of 
infection. Improvement after such a procedure is 
probably coincidental. 

It iswell known that patients with neuroderma- 
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titis usually exhibit many reactions to intra- 
dermal or scratch tests to foods, inhalants, etc. 
In our experience elimination of these substances 
invariably fails favorably to influence the erup- 
tion. This is contrary to the experience of others, 
who claim good results from such a program. In 
chronic eczema, a low calorie, low carbohydrate 
diet is often indicated. 

Of utmost importance in the management of 
all types of eczema is the realization that emo- 
tional factors, chronic fatigue and stressful situ- 
ations are frequently integral parts of the com- 
plex. Realizing this, the physician may often help 
the patient to correct poor sleeping habits, ar- 
range for a mid-day rest and take more frequent 
vacations. 


The physician may also encourage the patient 
to vent pent-up feelings, and he may provide re- 
assurance when this is possible. The advisability 
of psychiatric consultation must always be con- 
sidered when the response to therapy is poor and 
emotional instability is apparent. 


Summary 


A sincere effort should be made to determine 
the etiologic diagnosis. This is usually possible, 
keeping in mind that there may be several com- 
ponents to the eruption. Local measures, internal 
medicaments and advice in respect to the patient 
as a whole, are variably important. Best results 
follow multiple procedures. 
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Eosinophilic Granuloma 
of the Lung 


SOL KATZ, M.D. 
Associate Editor, GP 


THE TERM “histiocytosis X’’ has been used to 
designate a group of disorders whose common de- 
nominator is an inflammatory histiocytosis. The 
three conditions included under this heading are 
Hand-Schiiller-Christian disease, Letterer-Siwe 
disease and eosinophilic granuloma. These dis- 
eases possess certain histologic similarities but 
clinical differences and may be considered vari- 
ants or interrelated expressions of the same dis- 
ease process. 

Eosinophilic granuloma although initially con- 
sidered to involve only the osseous system has 
subsequently been described to attack other 
structures such as skin, gastrointestinal tract, 
lymph nodes, pituitary, kidney and lung. 

In most instances eosinophilic granuloma of the 
lung is accompanied by extrapulmonary localiza- 
tion, clinically or pathologically detectable. His- 
tologically, the pulmonary lesions show a diffuse 
histiocytic and eosinophilic granulomatous proc- 
ess scattered throughout the interstitial tissue in- 
volving alveolar septa, vasculature and air pas- 
sages. Elastic tissue destruction and fibrosis ensue 
with resulting interstitial fibrosis and cysts repre- 
senting coalescent disrupted alveolar walls and 
dilated bronchioles. 

Eosinophilic granuloma of the lung usually af- 
fects males in the third or fourth decades. There 
may be no symptoms or the onset may be insidi- 
ous and associated with nonproductive cough, 
dyspnea and chest discomfort due to localized rib 
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Diffuse fibrocystic disease due to eosinophilic granuloma. 
Several ribs reveal areas of destruction. 


tenderness. Weakness, fatigue, weight loss and 
manifestations of diabetes insipidus have been 
noted. Spontaneous pneumothorax may occur 
due to rupture of a subpleural cyst. 

Several roentgenologic patterns may be seen. 
The most frequent is a diffuse nodular or linear 
opacification permeating both lungs. This roent- 
gen finding is nonspecific and is found in a large 
number of diseases. One of the most striking 
changes seen is small cysts interspersed between 
the nodular and linear densities to cause a honey- 
comb appearance. Usually the cysts do not exceed 
1 em. in diameter but at times larger cysts ap- 
pear. A solitary mass resembling a lung tumor has 
also been described in eosinophilic granuloma. 
The more liberal use of lung biopsy has resulted 
in more frequent diagnoses of this disorder since 
more conventional diagnostic methods are often 
unrewarding. 

The prognosis of pulmonary eosinophilic gran- 
uloma is variable. Spontaneous remission or pro- 
gressive fatal disease may occur. The results with 
x-ray therapy and corticosteroids have been in- 
consistent, being determined somewhat by the 
irreversibility of the pathologic process as ex- 
pressed by the degree of fibrosis and polycystic 
changes. 
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Fractures of the Shaft of the Tibia 


JACKSON AND MACNAB HAVE CAREFULLY studied 
368 cases of simple and open tibial fractures in 
an effort to evaluate the factors that make these 
fractures so difficult to treat. 

Of these fractures, only 16 per cent were united 
in six months. Even after 18 months, 2 per cent 
were ununited and 2 per cent had required 
amputation. 

The influence of the blood supply, soft tissue 
damage, the influence of an open fracture, the 
age of the patient, the site of the fracture and 
the type of the fracture were evaluated. 

The blood supply is from three main sources in 
the tibia. The nutrient artery that enters the 


upper third of the tibia transverses the shaft in — 


an oblique direction anastomosing freely with a 
second source, the metaphyseal vessels, but not 
at all with a third source, the periosteal vessels, 
which enter the periosteum transversely at vary- 
ing intervals along the tibia. The nature of this 
blood supply results in a long avascular distal 
fragment if the fracture is close to the entrance 
of the nutrient vessel. 

The periosteal vessels are of vital importance 
in the healing of fractures. After a fracture, the 
endosteal circulation is interrupted in the distal 
fragment and the callus will begin to form at a 
distance from the site of fracture. The periosteal 
blood supply which is intact on both sides of the 
fracture line aids in the rapid formation of perios- 
teal callus which quickly seals the fracture site. 
These vessels assist in the revascularization of 
the distal fragment. If the periosteum is des- 
troyed, there is little or no periosteal seal and 
soft tissue fibroblasts grow into the gap and a 
fibrous union may result. 

The amount of soft tissue injury was found to 
have a direct result on the healing of the fracture 
in that there was a direct correlation between 
the amount of displacement and the healing of 
the fracture. It is postulated that the greater the 
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displacement, the greater the damage to the 
periosteal vessels. Delayed healing results from 
this. 

As might be expected an open fracture de- 
layed healing but only if osteomyelitis developed 
or if an extensive operative procedure to fix the 
fragments was used. 

The age of the patient, the site of the fracture 
and the type of the fracture, transverse, oblique 
or spiral, had no significant bearing on the rate of 
healing. This was surprising because most teach- 
ing has been that the worst site for nonunion has 
been the lower third of the tibia, and that trans- 
verse fractures heal more slowly than other types. 
The authors believe that delayed healing in the 
lower third of the tibia is probably due to the fact 
that fractures there often have a greater dis- 
placement and more disturbance of the periosteal 
circulation. 

In the analysis of the treatment of these frac- 
tures, it was found that the largely forgotten dic- 
tum that open reduction should be reserved for 
those cases in which manipulation fails to obtain 
or maintain the reduction was important. 

If operative treatment is necessary it should be 
performed as soon as possible, and the surgeon 
should minimize the amount of soft tissue trauma 
needed to obtain apposition of the bone frag- 
ments. 

Extensive operating at any time should be 
avoided. Screw fixation affords a minimal amount 
of soft tissue trauma and should be used when- 
ever possible as in oblique fractures. Lottes in- 
tramedullary nails are useful in the treatment of 
unstable transverse fractures. Whenever possible 
they should be inserted using the blind technique 
to avoid injury to the periosteum. In this series 
of patients, the use of metal plates was associated 
with an alarmingly high incidence of complica- 
tions. Cortical wiring is an inefficient method of 
fixation involving extensive exposure. If it is 
necessary to expose the fracture site, an excellent 
result can be obtained from primary bone graft- 
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ing and the internal fixation can be reinforced by 
olay cancellous grafts. (Am. J. Surg., 97:548, 
1959). 


Latent Syphilis 


THE UNTREATED and inadequately treated syph- 
ilitic group is on the increase in the United States. 
Barnett reviews the problems of diagnosis and 
treatment in latent syphilis. Serologic results in 
latent syphilis cannot be correlated with clinical 
outcome. Retreatment should be prescribed only 
when there is evidence of clinical progression, 
usually cardiovascular in nature. There is an 
unexplained increase in mortality from all causes 
in the patient with latent syphilis. Antisyphilitic 
therapy can reduce the incidence of late syphilitic 
lesions, but there is no evidence that it can lower 
the nonsyphilitic causes of premature death. 
(Stanford Med. Bull., 17:61, 1959.) 


X-ray for Ringworm 


CIPOLLARO and his associates have measured the 
gonadal radiation resulting from treatment of 
ringworm of the scalp with x-ray depilation. 
Using carefully shielded apparatus, a dose of 350 
roentgens of 80 to 100 KV x-ray was administered 
at one treatment. The dose reaching the gonads 
for a total depilation was 20.5 milliroentgens in 
the male and less in the female. 

The authors conclude that properly used x-ray 
therapy is the treatment of choice. (N.Y. State 
Jour. Med., 59:3033, 1959.) 


Malignant Melanoma 


PACK has summarized a 35-year experience with 
malignant melanoma in one institution, the 
Memorial Hospital of New York, and compared 
the present results of treatment with those ex- 
istent prior to 1946. There has been an over-all 
doubling of the five-year definitive cure rate, i.e., 
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those who have shown no evidence of any recur- 
rence of disease. 

The improvement and present cure rate (see 
diagram below) is attributed by the author to 
(1) abandonment of radiation therapy as a pri- 
mary therapeutic discipline, (2) education of the 
lay public and medical profession about the haz- 
ards of certain pigmented lesions, resulting in 
earlier diagnoses, (3) institution of prompt and 
adequate surgical treatment when the primary 
melanoma remains localized and (4) the use of 
more adequate surgical procedures for both local 
and metastic melanomas according to principles 
of lymphatic spread. (Surgery 46:447, 1959.) 


CURABILITY OF MALIGNANT MELANOMA 
FIVE-YEAR DEFINITIVE CURE RATE 
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Hazards from Visciodol in Bronchography 


VISCIODOL is a suspension of finely-powdered 
sulfanilamide in Lipiodol. Due to its high vis- 
cosity (approximately three times that of Lipio- 
dol), Visciodol enters the pulmonary alveoli in- 
frequently and is expectorated from the lungs 
with rapidity. Johnson and Irwin studied 35 pa- 
tients for evidence of sulfanilamide absorption 
and methemoglobin formation after bronchogra- 
phy with Visciodol. Sulfanilamidemia was pro- 
duced invariably. The degree of sulfanilamidemia 
was dependent upon the volume of material ad- 
ministered, on the degree of alveolar spillage and 
on the amount ingested. The mean blood sulfa- 
nilamide level exceeded the accepted therapeutic 
range during the second to sixth postbronchogra- 
phy hours. Detectable blood levels were present 
for at least 24 hours, and usually 48 hours. 
Methemoglobin formation occurred in 29 pa- 
tients and produced obvious cyanosis in some 
patients. There was a reasonably good correla- 
tion between peak individual methemoglobin 
levels and corresponding simultaneous blood 
sulfanilamide levels. Methemoglobin is not toxic 
itself except in high concentrations but it reduces 
the body store of functioning hemoglobin and 
thus impairs oxygenation of the tissues. The 
patient with chronic respiratory insufficiency or 
with severe coronary insufficiency may not be 
able to tolerate the additional burden imposed 
by augmentation of his hypoxemia during tran- 
sient methemoglobinemia. The authors conclude 
that the use of Visciodol carries a small but un- 
justifiable risk. (Radiology, 72:816, 1959.) 


Rationale of Vasopressor Treatment 


SEVERE SHOCK due to acute myocardial infare- 
tion in the human is attended by a mortality rate 
of 80 to 90 per cent. When vasopressor drugs are 
used to combat the hypotension, the mortality 
rate is reduced to 48 per cent. Vasopressor drugs 
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increase the coronary flow but only because they 
restore the blood pressure. In addition, drugs like 
levarterenol cause a marked increase in coronary 
flow above that which may be anticipated with a 
blood pressure change, because they reduce the 
resistance of the peripheral coronary bed. This 
vasodilatating action of levarterenol, according 
to Williams and Corday, may increase the coro- 
nary flow 500 per cent and reduce ischemia of the 
myocardium. 

The authors have shown that a drop in blood 
pressure from 100 to 80 mm. Hg will often di- 
minish the coronary flow by one-third. In many 
patients such a reduction in coronary flow will 
result in congestive heart failure or cardiac ar- 
rhythmias. Cardiac decompensation and arrhyth- 
mias may be corrected immediately upon restora- 
tion of the blood pressure. For this reason the 
clinician should start the vasopressor drugs at a 
level even above 80 mm. Hg if cardiac decom- 
pensation or irregularities appear. The authors 
have successfully terminated supraventricular 
and ventricular tachycardias, sinus bradycardia, 
complete heart block and frequent premature 
systoles in patients following myocardial infare- 
tions by simply restoring the systemic blood 
pressure with vasopressor drugs. Vasopressor 
therapy of cardiac arrhythmias undoubtedly will 
result in a reduction in the high mortality rate 
of the arrhythmias when they are associated with 
myocardial infarction. 

Sudden cerebral ischemia is produced in pa- 
tients with chronic cerebral thrombosis by hypo- 
tension, reduction in cardiac output or hypo- 
xemia. If hypotension occurs in the patient with 
cerebral artery narrowing or thrombosis, the 
collateral cerebral circulation fails and cerebral 
vascular insufficiency results. It has been demon- 
strated that about 12 per cent of cerebral in- 
farctions are due to the hypotension associated 
with myocardial infarction which is often unsus- 
pected. Following a myocardial infarction with 
hypotension, neurologic signs and symptoms will 
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often disappear immediately upon restoring the 
blood pressure to normal. 

Vasopressor drugs may be administered orally, 
intravenously or intramuscularly. Intravenous 
use of such drugs as levarterenol may result in a 
tissue slough due to vasospasm. Other agents 
such as metaraminol, which may be administered 
intramuscularly or intravenously, are preferred 
by some because they do not cause this necrosis. 
In the experience of the authors, levarterenol is 
probably the most effective vasopressor drug as 
it will often restore the blood pressure when 
other agents have failed. 

With all vasopressor agents, if the blood pres- 
sure rises to hypertensive levels (above 180 sys- 
tolic), it may result in serious cardiac arrhythmias 
such as ventricular fibrillation. For this reason, 
the use of a short-acting vasopressor agent such 
as levarterenol is advisable. Its pressor effect 
may be reduced immediately by slowing the rate 
of administration of the intravenous drip. Marked 
hypertension lasting up to one-half to two hours 
may be seen after the use of metaraminol intra- 
muscularly, and during this period serious ven- 
tricular arrhythmias may occur. For this reason, 
the authors believe it is safer to use a short- 
acting, more easily controlled vasopressor drug 
such as levarterenol, in spite of a danger of tissue 
slough. (Dis. of Chest, 35:561, 1959.) 


Vascular Ring Syndrome 


NORMALLY the aorta arches across in front of the 
trachea and esophagus (Figure 1). The “vascular 
ring syndrome”’ results when there is a double 
aortic arch that surrounds the trachea and esoph- 
agus, and constricts these tubes (Figure 2). Al- 
though symptoms occasionally do not appear 
until adult life, constriction of the esophagus and 
trachea may be severe enough to cause difficulty 
with swallowing or a chronic cough and recur- 
ring pulmonary infections during infancy. 
Bernatz, Lewis and Edwards present the case 
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FIGURE 1. (left) Normal relationship of aorta to esophagus 
and trachea. 


FIGURE 2. (right) Esophagus and trachea constricted between 
the two elements of an aortic vascular ring. 


of a 2-year-old boy in whom there had been dif- 
ficulty with swallowing (spells of choking brought 
on by ingestion of food) and intermittent cough 
since birth. There had been a number of episodes 
of fever and cough. Wheezing and stridor had 
been noticed especially after eating. 

The child looked small for his age. He had a 
crowing, noisy type of respiration, and there were 
scattered rales and wheezes throughout both 
lung fields. X-ray examinations delineated com- 
pression of the esophagus. 

The clinical findings seemed so typical for 
“vascular ring syndrome’”’ that endoscopic ex- 
aminations were omitted. At surgical explora- 
tion, the diagnosis was confirmed. At that time, 
although the posterior aortic arch was somewhat 
larger than the anterior aortic arch, the surgeon 
chose to divide the posterior segment in order to 
bring the aorta into normal relationship to the 
trachea and esophagus (Figure 1). That procedure 
was a departure from the usual, since most 
surgeons treating this lesion have reported divi- 
sion of the anterior aortic arch. The authors point 
out that this leaves a segment of the aorta behind 
the esophagus so that there is a potentiality for 
residual esophageal compression. (Proc. Staff 
Meet., Mayo Clin., 34:173, 1959.) 
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Rehabilitation Following 
Cerebrovascular Accidents 


BONNER HAS DISCUSSED the need for an aggres- 
sive approach to the problem of rehabilitation 
after a stroke. He noted a widespread lack of 
knowledge among the medical professicn con- 
cerning the possibilities of such rehabilitation. A 
formulation of the prognosis for rehabilitation is 
as follows: (1) if patients have been bedridden 
or inactive before the stroke, they are poor 
candidates for rehabilitation; (2) the ability to 
cooperate with simple commands and the reten- 
tion of some degree of learning power is a pre- 
requisite; mild memory defects, and expressive 
aphasias should not disqualify a‘ patient; (3) 
patients must be motivated to become physically 
independent, rather than accepting a passive 
role; (4) the absence of spasticity, and the 
absence of involvement of the opposite side in- 
crease the chances of successful rehabilitation. 

Common pitfalls in preparing a patient with a 
stroke for rehabilitation include dehydration, the 
unnecessary use of indwelling catheters, the 
formation of bed sores, and the development of 
limb contractures. All of these may be avoided 
by proper management. (Geriatrics, 14:424, 
1959.) 


Bilateral Mammary Artery Ligation 


BILATERAL LIGATION of the internal mammary 
arteries has been proposed as a method for im- 
proving the blood supply to the myocardium in 
patients with coronary artery disease. This pro- 
cedure aims to increase pressure in the peri- 
cardiophrenic branches of the internal mammary 
arteries and thereby enhance coronary anasto- 
moses. 

Hurley and Eckstein ligated the internal mam- 
mary arteries of dogs subsequent to surgical 
narrowing of the circumflex coronary arteries. 
Six weeks later, retrograde flows from the circum- 
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flex arteries and through the constricting liga- 
tures were measured to assess the extent of 
collateral function. 

Flow measurements in these animals did not 
differ from the measurements made in control 
animals with circumflex narrowing but without 
internal mammary artery ligation. This evidence 
fails to support the value of this procedure in 
improving the myocardial blood supply. (Cire. 
Research, 7:571, 1959.) 


Hydronephrosis Following Pyelography 


HOPE AND MICHIE SELECTED 14 children for in- 
travenous urography to be followed by retrograde 
pyelography and finally by repeat intravenous 
urography within 16 hours of the retrograde 
study. In nine of the 14 children studied, the 
second urogram showed ureteral abnormalities 
not previously present. From this study it is ob- 
vious that ureteral catherterization is not a total- 
ly innocuous procedure. The degree of renal im- 
pairment is probably secondary to the trauma 
which causes edema of the ureteral mucosa. This 
in turn produces partial obstruction to urinary 
flow. 

Because of the smaller diameter of the urethra 
and ureters in children, one would expect greater 
impairment in this age group. It has been shown 
that the changes are transient but urinary stasis 
in any degree predisposes to infection and should 
be avoided. The authors believe it is possible to 
eliminate almost entirely the necessity for retro- 
grade pyelograms by perfecting the technique of 
intravenous urography. (Radiology, 72:844, 1959.) 


Effects of Barium Sulfate on the Lungs 


WILLSON, RUBIN AND MCGEE REVIEWED 16 
cases of aspiration of barium sulfate. In addition, 
the effects of barium sulfate on the lungs were 
studied experimentally by intratracheal installa- 
tion of barium sulfate in 20 dogs. Both the clinical 
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and experimental observations in this study indi- 
aate that barium sulfate acts in the lungs as a 
relatively inert foreign body. There was no evi- 
dence of a toxic reaction in either the group of pa- 
tients studied or the experimental animals. His- 
tologic examinations in the animal experiments 
showed only a mild foreign body reaction to the 
barium sulfate and no evidence of fibrosis. The 
respiratory tract seemed to be very efficient in re- 
moving barium sulfate from the bronchi. 

The experimental investigation showed that it 
is possible for barium sulfate to produce foci of 
atelectasis or emphysema by mechanically plug- 
ging the bronchi. This is also suggested by the 
one case in the clinical series that showed evidence 
of emphysematous cysts only in areas where 
barium sulfate previously had been aspirated. 

From a practical standpoint, it would appear 
from this study that when aspiration of barium 
sulfate occurs no reaction need be anticipated 
and no specific therapy is indicated. (Am. J. 
Roent. & Rad. Therap., 82:84, 1959.) 


Hypertension in Acromegaly 


HYPERTENSION is provoked in rats when they are 
administered anterior pituitary substance con- 
taining growth hormone. Thus it might be antici- 
pated that hypertensive vascular disease would 
be more prevalent in acromegaly or gigantism 
than in the population as a whole. Yet, there are 
conflicting reports on this subject. 

Accordingly, Balzer and McCullagh assayed 
the prevalence of hypertension in 102 patients 
with acromegaly and one patient with gigantism. 
Using the criteria established by Master and his 
coworkers, they compared their findings with the 
prevalence of hypertension in the population as 
awhole. The results are shown in the diagram at 
the right. 

_ The authors concluded that acromegaly does 
indeed predispose to hypertension in susceptible 
persons. (Am. J. M. Sc., 237:449, 1959.) 
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“Ping-Pong” Gonorrhea 


THE EASE OF PENICILLIN treatment has reduced 
respect for gonorrhea. Gonorrhea now rates 
second only to measles among the reportable 
infectious diseases in the United States. Infec- 
tion, treatment and reinfection following ex- 
posure to the same contact is called “‘ping-pong”’ 
gonorrhea and was the chief characteristic of an 
epidemic of this disease in a Massachusetts com- 
munity. The asymptomatic female repeatedly 
reinfected the same males and the disease was 
passed around several times in a relatively small 
group. Individual case histories emphasize the 
social and psychologic aspect of sexual promis- 
cuity leading to such random sexual exposure. 
(Am. J. Pub. Health, 49:924, 1959.) 


Sarcoid in the Pines 
A SURVEY OF SARCOIDOSIS in the armed forces 
in 1950 revealed a marked concentration in 
Negroes from the southeastern states. While the 
assumed increased susceptibility of the Negro to 
this condition has been considered a major factor 
in this geographic distribution, a more recent 
survey by the Veterans Administration indicates 
that the geographic pattern of the disease is 
more related to the sparsely populated areas not 


: Incidence of hypertension in acromegaly 
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only in the Southeast but along the Atlantic 
Seaboard north through Massachusetts. 

A number of investigations have shown several 
species of pine pollen can cause an experimental 
disease in the animal similar to human sarcoido- 
sis. While pine pollen is not projected as the 
cause of sarcoidosis, the relationship is receiving 
further study. (Ann. Int. Med., 51:174, 1959.) 


Retreatment Versus Original 
Treatment of Tuberculosis 


STEININGER AND HOWARD ANALYZED the consecu- 
tive admissions over a two-year period to a large 
municipal sanitarium, with particular attention 
to the possible differences in the background of 
original and repeat admissions, their response to 
treatment and the time factor in such differences 
as were found to exist. Their study indicated that 
the typical retreatment patient was unskilled, al- 
coholic, with far-advanced fibrocavitary disease 
of two years’ duration, and an abscondee with 
one or two periods of previous therapy. The orig- 
inal treatment patient, on the other hand, was 
slightly older, also unmarried, nonalcoholic, with 
slightly less extensive and more exudative dis- 
ease. In addition, the original treatment patient 
had more stable personality traits. 


As compared with the original treatment cases . 


in this series, the retreatment patients showed 
less x-ray resolution, cavity closure and sputum 
conversion and more x-ray worsening, antibiotic 
resistance and deaths after three months’ treat- 
ment. 

From this study it is obvious that to obtain the 
maximal success, the therapy of tuberculosis is 
obligatory to prevent original treatment patients 
from becoming retreatment patients. It is almost 
axiomatic that breaks in therapy continuity con- 
tribute measurably and primarily to failure in 
achieving treatment objectives. In addition, max- 
imally effective initial therapy should be used to 
obtain early sputum conversion and avoid anti- 
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microbial resistance. Surgical measures should be 
employed at the earliest time indicated in per- 
sistent cavitary cases, before the twelfth month if 
possible, for after this period few cavities close 
without surgery. This thought applies even more 
emphatically in cavities over 4 cm. in diameter. 

Retreatment patients should be kept under 
therapy. The degree of success in treating these 
repeat cases is reasonably acceptable due mainly 
to therapy regimen manipulation and to surgery. 
Careful attention should be given to those factors 
necessary to reduce the rate of absconding. In 
this connection much study is necessary to attack 
the combined problem of tuberculosis and aleo- 
holism. Prominent, too, are the increased efforts 
toward better measures of rehabilitation. (Dis. 
of Chest, 35:480, 1959.) 


Pulmonary Disease 
and Gastroduodenal Ulceration 


WEST STUDIED the records of a random group of 
general medical patients in an attempt to deter- 
‘mine the relationship between chronic pulmonary 
disease and gastroduodenal ulceration. The inci- 
dence of peptic ulcer in patients with chronic pul- 
monary disease in his series was 25.6 per cent. If 
hypertrophic gastritis was included, the incidence 
was 27.7 per cent. The incidence of peptic ulcer 
in the general population of patients in this series 
was about 10 per cent. The majority of the pa- 
tients with chronic pulmonary disease and gastro- 
duodenal ulceration were men over the age of 40. 
Ulcer symptoms and complications were similar 
in these patients and in patients with gastro- 
duodenal ulceration alone. The severity of the 
pulmonary disease did not correlate with the in- 
cidence of chronic gastroduodenal ulceration. 
The author believes that gastroduodenal x-rays 
should be performed on all patients with chronic 
pulmonary disease since a significant number 
have atypical or no ulcer symptoms. Patients 
with uncomplicated chronic pulmonary disease 
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with chronic hypoxia often have a normal or in- 
ceased hemoglobin and hematocrit. If anemia is 
present and the signs of increased blood destruc- 
tion and decreased blood formation are ruled out, 
ableeding peptic ulcer should be suspected. This 
should also be suspected in any patient exhibiting 
melena who has chronic pulmonary disease re- 
gardless of typical or absent ulcer symptoms. 
(Arch. Int. Med., 103:897, 1959.) 


Ovarian Cancer Treatment 


OVARIAN CARCINOMA is notoriously “‘silent’”’ and 
may be slow-growing with prolonged survival 
possible. The problems of secondary involvement 
due to cancer (malignant ascites, bone metas- 
tases, etc.) have stimulated a search for effec- 
tive chemical agents for palliative purposes. 

In a review of 38 cases of advanced ovarian 
cancer treated with a variety of mustard and 
related alkylating agents, Coonrad and Rundles 
conclude that oral therapy with triethylene 
melamine (TEM) or chlorambucil (Leukeran) 
are the most practical methods of giving nitrogen 
mustard therapy. 

It is necessary to treat continuously and ag- 
gressively and to maintain a leukopenic state if 
maximal cancerostatic effect is to be achieved. 
This in the series reported was a response lasting 
from four months to over six years in half the 
— so treated. (Ann. Int. Med., 50:1449, 

9.) 


Suicide Types 

A sTuby of 184 reported suicides in the year 1957 
in St. Louis revealed that 68 per cent occurred 
in the manic depressive and chronic alcoholic 
groups. A majority (75 per cent) of those who 
killed themselves communicated this wish re- 
peated!y before the actual deed. The authors note 
a lack of medical attention to the depressed 
aleoholic. (Am. J. Pub. Health, 49:888, 1959.) 
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Incidence of blindness in California children, reflecting the 
prevalence of retrolental fibroplasia among children born in 
1951-538—a period when oxygen was given to newborns in 
amounts now known to be excessive. 


Blindness in Children 


BELLOC, Mattson and Simmons conducted a 
survey of blind children in California, chiefly for 
the purpose of classifying the cases by causes of 
blindness. The rate of blindness among children 
under the age of 18 was found to be 33 per 
100,000. In one age group (4 years), the rate was 
considerably higher, reflecting the high incidence 
of retrolental fibroplasia among children born in 
the years 1951-53—a period during which oxygen 
was given to newborns in amounts now known 
to be excessive (see diagram above). Otherwise, 
among the 1,338 blind children, the greatest num- 
ber of cases resulted from congenital conditions, 
primarily of unknown origin. It was evident that 
a substantial reduction in the incidence of blind- 
ness can only be achieved through discovery of 
ways to prevent those conditions. (Pub. Health 
Reports, 74:444, 1959.) 


Treatment of Acne 


OLANSKY AND McCoRMICK TREATED 193 patients 
with mild to severe acne vulgaris with regimens 
consisting of a lotion, cream, cleanser and sham- 
poo with excellent or good results in 93 per cent. 
Fifty-three of these patients were then treated 
with the same drugs except for the addition of 


one-fourth per cent hydrocortisone to the topical © 


preparations. Their results indicated that the use 
of hydrocortisone topical medications seemed 
desirable only when there is erythema. Under 
these circumstances hydrocortisone seemed to 
decrease the inflammation. Topical hydrocorti- 
sone seems to have no advantage over the non- 
steroid containing preparations. (Antibiot. Med. 
& Clin. Therap., 6:358, 1959.) 
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Myocardial Infarction in Polycythemia Vera 


ALTHOUGH VASCULAR OCCLUSIONS occur rather 
frequently in polycythemia vera, myocardial 
infarction occurring early in the course of 
polycythemia vera is apparently rare according 
to Vacca and Thoma. All the reported cases of 
myocardial infarction occurring in association 
with polycythemia vera have occurred in pa- 
tients in whom the diagnosis of polycythemia had 
been established months or years previously. 

These authors report the case of a 41-year-old 
patient who was discovered to have asympto- 
matic polycythemia at the time he had a myo- 
cardial infarction. While myocardial infarction is 
not uncommon in 41-year-old men in the United 
States, in the case reported, the polycythemia, 
even though of recent development, appears to 
have been a contributory factor. (Arch. Int. Med., 
103:974, 1959.) 


Regenerative Versus Atypical 
Changes in Bronchi 


SPAIN REVIEWED the changes in the bronchial 
mucosa in chronic inflammatory pulmonary dis- 
ease and bronchogenic carcinoma. In both groups 
only specimens from males over the age of 45 
were studied. This age group was deliberately 
selected so that it would correspond more closely 
to the usually seen age group of patients with 
bronchogenic carcinoma. The sections studied in 
the patients with bronchogenic carcinoma were 
those adjacent to the carcinoma and those from 
other major bronchi as well as sections from the 
smaller ramifications of the bronchial tree. The 
sections from the inflammatory groups of cases 
revealed regenerative changes including various 
degrees of basal cell hyperplasia, stratification or 
squamous metaplasia. 

In the cases of bronchogenic carcinoma, all 
revealed some of the regenerative changes men- 
tioned. In addition, 21 of the 50 cases revealed in 
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at least one section, atypical hyperplasia and/or 
changes compatible with carcinoma in situ, which 
undoubtedly have the biologic potential for in- 
vasive neoplasia. These atypical changes were 
not in direct continuity or anatomic relationship 
with the bronchogenic carcinoma. These two 
groups of changes do not appear to be biologically 
related to each other. Whether or not squamous 
epithelium or metaplastic epithelium is less re- 
sistant to comparable doses of carcinogens than 
other forms of epithelium cannot be answered at 
present. 

In the bronchial tree, the ciliary activity and 
mucous production of the lining cells are impor- 
tant cleansing mechanisms for the removal of 
foreign particles. When metaplastic changes are 
present and ciliary activity and mucous secre- 
tion are lost, noxious agents or carcinogens may 
remain in more intimate contact with the lining 
cells for longer periods of time. In this sense, 
regenerative changes may perhaps enhance the 
possible development of bronchogenic carcino- 
ma. (Am. Rev. Tuber., 79:591, 1959.) 


Hepatic Encephalopathy 


CONSIDERABLE ATTENTION has been redirected to 
the metabolic disturbances responsible for cen- 
tral nervous system dysfunction in advanced 
hepatic disease. The most popular current belief 
incriminates the elevated blood ammonium level 
frequently observed in this condition although 
the precise relationship is not clear. It has been 
repeatedly demonstrated that there is no quanti- 
tative relationship between the degree of blood 
ammonium elevation and the severity of any at- 
tending neurologic disturbances. 

Young and his associates employed a mixture 
of two ammonia-binding substances, 1-arginine 
and monosodium 1-glutamate in the therapy of 
11 patients with hepatic encephalopathy ass0- 
ciated with Laennec’s cirrhosis. Although arterial 
ammonium levels were found to be reduced sig- 
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nificantly in all cases, only two of the patients 
improved sufficiently to permit discharge from 
the hospital. 

The authors believe that endogenous ammo- 
nia alone is probably not the sole neurotoxic 
factor in spontaneous encephalopathy in patients 
with severe liver disease. They admit, however, 
that although substances other than ammonia 
may well play a role in the etiology of hepatic 
coma, the occasional favorable response to the 
administration of the amino acid mixture sug- 
gests that in certain patients the elevated blood 
ammonium may be the major precipitating cause. 
(Am. J. Med. Sci., 238:60, 1959.) 


Race and Heart Disease 


PHILLIPS and Burch review the extensive litera- 
ture on heart disease in the white and Negro 
races and conclude that a lack of control of racial 
admission rates, etc., makes much of the litera- 
ture on racial incidence of heart disease quanti- 
tatively very doubtful. 

There are a few specific differences in incidence 
of heart disease in the white and Negro. The 
mortality from hypertension is much greater in 
Negroes than in whites for both males and fe- 
males. This is shown for various age groups in the 
diagram at the right. 

On the other hand, arteriosclerotic heart dis- 
ease (including myocardial infarction and angina 
pectoris) is more frequent in whites than in Ne- 
groes. An extreme of this relative immunity to 
coronary heart disease in a mixed Negro race is 
the situation of the South African Bantu. 

The Bantu originates from a modification of 
the predominantly Negro race by a northern 
Hamitie influence. Coronary disease is extraor- 
dinarily rare in the Bantu but the authors cau- 
tion that this may be equally well explained on a 
genetic basis (there are other disease differences) 
as on an environmental or dietary basis. (Am. J. 
Med. Sei. 238:917, 1959.) 
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Planned Cholecystostomy 


CHOLECYSTOSTOMY is usually done with the ob- 
jective of doing the simplest procedure which 
will relieve the patient of his immediate difficulty. 

Sparkman believes that the greatest advan- 
tages of cholecystostomy are achieved when it is 
selected initially as the procedure of choice rather 
than as a retreat from a difficult situation where 
cholecystectomy is attempted and abandoned. 
Cholecystostomy is rarely necessary in the treat- 
ment of chronic gallbladder disease. 

Evidence indicates that gallbladder operations 


are now the most common form of abdominal 


surgery in patients over 70 years of age. As sur- 
gery of the elderly has become more common, the 
importance of cholecystostomy has increased. 
Some of the advantages of the procedure that 
are important in this age group are that is is a 
relatively simple procedure which subjects the 
critically ill patient to a minimal anesthetic and 
operative risk, prompt effective decompression 
of the biliary tract is provided, the cholecystos- 
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tomy tube provides a channel through which sub- 
sequent cholangiographic studies can be per- 
formed, and dissection in the danger zone, the 
region of the junction of the cystic and hepatic 
ducts, is avoided at this time. 

This operation is the definitive one in approxi- 
mately 50 per cent of patients. However, the au- 
thor recommends that if the condition of the pa- 
tient improves sufficiently that he becomes a 
more acceptable operative risk, cholecystectomy 
should be done. (Ann. Surg., 149:746, 1959.) 


Disk Disorders in Childhood 

KING REPORTS the case of a 45-month-old boy 
who experienced the sudden onset of severe low 
back pain at the age of 2, followed by the refusal 
or inability to walk from that time on. He would 
lie quietly in bed on his back with knees flexed. 
There was fever for the first two days of the ill- 
ness only. He looked well, but his neck was held 
rigidly and when passively flexed caused low 
back pain. The only abnormal physical signs were 
rigid lumbar paravertebral muscles, tenderness 
over the L3, L4 and L5 spinous processes, and a 
diminished right patellar reflex. All laboratory 
tests, including x-rays of thoracic and lumbar 
spines and pelvis were normal. 

Finally, a myelogram demonstrated a large 
defect at the L4-L5 interspace. Lumbar explora- 
tion revealed a very large protruding disk in this 
area which was removed. Recovery since then 
has been complete. 

The disk material appeared grossly like that 
found in extruded disks in adults. Microscopically 
there were areas of granulation tissue interspersed 
between normal areas of disk material. Several 
areas of cellular infiltration suggested to the 
pathologist that there was an acute infection of 
the disk and surrounding bone. The postopera- 
tive course and x-ray studies have indicated 
complete healing. 

Most authors stress infections or metabolic 
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disturbances as etiologic possibilities in disk dis- 
ease in childhood. This is in contrast to trauma, 
regarded as of primary importance in adults. 
King feels that his case simulates an adult case 
in most respects, and that trauma was largely 
responsible for disk ‘‘rupture’’ or prolapse. 

There is little guidance in the literature on the 
management of such cases. Only about 10 per 
cent of reported cases of disk protrusion in chil- 
dren have required operation. There appears to 
be no serious contraindication to operative re- 
moval of the disk in children if other methods fail. 
(J. Pediatrics, 55:57, 1959.) 


Adrenals, Clotting and Stress 


IN 1914, it was noted that blood coagulation can 
be hastened in experimental animals after they 
have undergone psychologic changes. These 
observations were first made by Cannon and 
Mendenhall who strongly suspected that the 
adrenal medulla played a role in this reaction. 
However, the relationship between the induced 
psychic cause and this observed physiologic 
event has still not been elucidated. 

Friedman and Uhley have observed changes in 
blood coagulation in both men and experimental 
animals when a specific change in behavior pat- 
tern occurred. These authors performed controlled 
experiments as follows: 

Using specially designed cages carrying periodic 
electric charges, marked changes were produced 
in the behavior of rats. As opposed to control 
animals, the adrenal cholesterol content was 
greatly reduced in stressed animals, signifying 
that hormonal discharge had occurred. 

Stressed animals also had a considerably has- 
tened clotting time. However, adrenalectomized 
animals showed the same shortening of clotting 
time when stressed as those with adrenals intact. 
It was concluded therefore, that the coagulation 
phenomenon is independent of adrenal activity. 
(Am. J. Physiol. 197:205, 1959.) 
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The Cleft Lip Nose 


IN THE FIELD of cleft lip repair one of the most 
difficult problems has been the management of 
the associated deformity of the nose. Should the 
nasal deformity be operated upon at the time of 
the original lip operation or should it wait until 
later? 

In the infant nose, the cartilages are more 
delicate and pliable than in the adult. Reposi- 
tioning and rotation of the cartilages are more 
easily accomplished in the infant nose. Berkeley 
believes that the completion of embryologic rota- 
tions can be accomplished without tearing, trau- 
ma or growth arrest. In the adult, the cartilages 
are resistant to repositioning. Even when reposi- 
tioning is combined with adult nasoplastic ma- 
neuvers the result is often lacking at some point. 
The shortcoming may be functional as well as 
cosmetic. 

Primary repairs of the nose should reach a 
state much like the lip with no need or prospect 
for secondary repairs. (Pl. & Recon. Surg., 23: 
567, 1959.) 


Urinary Tract Infection in Polio 

IN A SERIES of 50 nearly consecutive cases of 
paralytic poliomyelitis, Riley and Knight dis- 
covered urinary tract infection in 44 patients 
(Figure 1). The authors considered such infection 
to be one of the most important aspects of the 
illness, especially from the point of view of ac- 
cumulating damage to the kidneys as a result of 
persistent or recurrent infections. 

When patients with infection were admitted in 
the acute stage of poliomyelitis, the causative 
organism initially was E. coli. However, within a 
relatively short period of time, and usually fol- 
lowing antimicrobial therapy, urinary flora in 
most patients changed to Aerobacter, Proteus or 
Pseudomonas species, which were naturally re- 
sistant to antibiotic therapy or rapidly became 
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FIGURE 1. Urinary tract infection developed in 44 out of 50 
nearly consecutive cases of paralytic poliomyelitis. 


FIGURE 2. During the acute stage of poliomyelitis, urinary 
retention occurred in 38 of 169 patients in one series. 


CYSTITIS? VESICOURETERAL 


F RETENTION CATHETERIZATION 


REFLUX PYELONEPHRITIS 


FIGURE 3. Sequence of events in ascending infection and 
pyelonephritis complicating neurogenic uropathy. 


so. For patients admitted in the chronic stage 
of poliomyelitis, the common causative agents 
of urinary tract infections were Aerobacter or 
Proteus strains. 

The pathogenesis of urinary tract infection in 
acute poliomyelitis often starts with temporary 
urinary retention (Figure 2). The sequence of 
events thereafter is as shown in Figure 3. 

At the outset of their investigation, Riley and 
Knight intended to observe the relationship of 
urinary tract infection to arterial hypertension. 
That evaluation proved to be unexpectedly diffi- 
cult, because a rather large number of patients 
with acute poliomyelitis had hypertension almost 
from the onset of their illness—had it, therefore, 
at the time when it could hardly be attributed 
to the presence of pyelonephritis. The authors 
noted, however, that as time passes, pyelonephri- 
tis may eventually become responsible for hyper- 
tension in such patients. (Medicine, 37:281, 
1958.) 
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Total Thyroidectomy for Cancer of the 
Thyroid 


THE SURGICAL TREATMENT of patients with can- 
cer of the thyroid gland varies from the simple 
excision of an involved lobe to the most radical 
resection of the whole gland combined with re- 
section of the cervical lymphatics of one or both 
sides of the neck and mediastinum. 

Clark, White and Russell have reviewed the 
histories of 120 patients with cancer of the thy- 
roid in which a total thyroidectomy was done as 
the primary treatment. Previously in their hos- 
pital, lobectomy had been the primary treatment 
for cancer of the thyroid. They were able to com- 
pare the results and to obtain a broad picture of 
the disease. 

It was found that the efficacy of treatment of 
cancer of the thyroid by radical operation could 
be better determined if pathologic sections were 
done on the entire gland. This was done on 50 of 
the removed glands. From these pathologic 
studies, it appeared that the cancer was first 
limited by the capsule of the gland and, secondly, 
by a group of poorly described lymph nodes 
which are just outside of this capsule and drain 
the thyroid. Thirdly, it was limited by the 
tracheoesophageal groove and infrathyroid area 
leading into the upper mediastinum. Dissemina- 
tion of the thyroid cancer by continuity outside 
the lymph nodes to an adjacent structure is 
rarely seen. 

Thyroid cancer of the papillary type progresses 
so slowly in many instances that it is sometimes 
forgotten that it is a lethal disease. The whole 
organ studies have demonstrated that papillary 
carcinoma is disseminated bilaterally just as are 
the other types of thyroid cancer and that a total 
thyroidectomy must be done for assurance of 
controlling the primary disease. 

The morbidity was increased by total thyroid- 
ectomy in approximately 30 per cent of the pa- 
tients so treated. There was one postoperative 
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death in an aged patient with spindle cell car- 
cinoma requiring laryngectomy, total thyroid- 
ectomy and radical neck dissection. Autopsy re- 
vealed widespread metastatic disease. In this 
series 54 per cent of patients showed dissemina- 
tion of the carcinoma within the thyroid beyond 
the primary focus. 

The authors believe that the early case, with- 
out evidence of involvement of the cervical lymph 
nodes, should be adequately treated by total 
thyroidectomy including resection of the pericap- 
sular nodes and areolar tissue, taking care to stay 
outside the thyroid capsule. A radical neck dis- 
section can and should be done if cervical lymph 
nodes demonstrate evidence of metastasis during 
the next ten-year period. The resulting state of 
hypothyroidism has been easy to control. (Ann. 
Surg., 149:858, 1959.) 


Liver Function Tests 


IN SURGICAL PATIENTS the value of liver function 
tests is sometimes questionable. To be valuable, 
a number of tests should be done to evaluate as 
many of the functions of the liver as possible. The 
usual battery of tests include: thymol turbidity, 
cephalin flocculation, Bromsulphalein test, alka- 
line phosphatase determination, albumin /globul- 
in ratio, bilirubin and prothrombin time. 

The thymol turbidity and cephalin flocculation 
tests are designed to detect quantitative and pos- 
sibly qualitative changes in the serum albumin 
and globulin (primarily gamma fraction). These 
tests should be positive when hepatic cellular 
damage is present and causes the alteration in the 
plasma proteins. 

The Bromsulphalein test is one of the simplest, 
most sensitive and reliable liver function tests 
when no jaundice is present. This test is a meas- 
ure of both the blood flow through the liver and 
the excretory capacity of the liver cell. 

The remaining tests: alkaline phosphatase, 


A/G ratio, bilirubin and prothrombin time are 
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less diagnostic individually and should be con- 
sidered as a group in the diagnosis of liver disease, 
ie., alkaline phosphatase activity is increased in 
the serum in obstructive jaundice. 

Hunter has used these tests in a series of 84 pa- 
tients with extrahepatic obstruction of the biliary 
tract from all causes, 54 patients with cirrhosis, 
48 patients with viral hepatitis, and smaller 
groups of patients with portal vein thrombosis 
and a primary hepatic neoplasm. 

From the data gleaned from these patients 
using the battery of liver function tests as de- 
scribed, the differentiation of intrahepatic disease 
from extrahepatic obstruction was made easier. 
The thymol turbidity was a reliable test of 
hepatic parenchymal disease. The cephalin floc- 
culation was found to be of great value in exclud- 
ing primary parenchymal disease in patients with 
obstruction of the extrahepatic biliary system. 
Serum alkaline phosphatase values were elevated 
in at least three-quarters of patients with extra- 
hepatic obstruction. The Bromsulphalein test 
was the most frequently positive test in cirrhosis 
and was commonly so in hepatic neoplastic dis- 
ease. (Am. J. Surg., 97:702, 1959.) 


Diagnosis of Pulmonary Embolism 
SoLOFF and Zatuchni call attention to a roent- 
genographic sign of major pulmonary embclism 
—an increase in the mid-right (Mr) diameter of 
the cardiac silhouette plus bulging of the right 
border of the heart. The Mr diameter is the great- 


line and the right border of the cardiac silhouette 
in the frontal plane. It rarely exceeds 50 mm. in 
the normal. As indicated in the diagram at the 
right, it may increase considerably when pulmo- 
nary embolism is present. In the case report from 
which the diagrams were prepared, this was the 
initial finding of pulmonary embolism and tipped 
the scales in favor of that diagnosis. (Am. J. M. 
Se., 237:608, 1959.) 
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est horizontal distance between the mid-spinal 


Urine Tests for the Detection of PAS 


MANY reports emphasize the difficulties in ad- 
ministering oral PAS treatment to ambulatory 
tuberculous patients. Patients are reluctant to 
take PAS treatment because of the inconvenience 
of taking a large number of tablets daily and be- 
cause of frequent gastrointestinal reactions. To 
obtain some information as to the size of the 
problem, Breite studied three groups of patients 
by doing a single urine test for PAS. The groups 
consisted of (1) hospitalized tuberculous patients 
receiving PAS treatment, (2) tuberculous out- 
patients receiving PAS treatment and (3) a con- 
trol group of nontuberculous persons, 

In 90 per cent of the hospitalized patients a 
positive urine test for PAS was obtained, while 
in ambulatory patients only 35.5 per cent of the 
urine tests were positive for PAS. In the control 
group, several positive urine tests for PAS were 
obtained in diabetic patients. Although the num- 
ber of patients examined by the author was 
small and only a single test was done, the results 
of the urine examinations imply that outpatient 
treatment with PAS is not satisfactory. (Am. 
Rev. Tuber., 79:672, 1959.) 
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Before pulmonary embolism 


Tracings of chest films showing increase in Mr diameter 
(normal, >50 mm.) and bulging of right border as a conse- 
quence of pulmonary embolism. 


After pulmonary embolism 
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“Shaving” in Plastic Surgery 


THE PRESENCE of an adequate capillary plexus in 
the tissues involved in a defect is essential for 
the successful ‘“‘take” of free grafts placed in 
contact with the defect and for the rapid adhesion 
and healing of any flap or tubed pedicle. 

There are two abundant capillary plexuses 
very near the surface of the body which can be 
used for these and other purposes—one occurs 
naturally in the dermis of normal skin and the 
other is produced during the healing process and 
is found in the substance of scars, recent or old- 
standing, which involve the skin. These plexuses 
can easily be exposed by shaving off the surface 
layer of the skin or of the scar. 

Freehand shaving is to be preferred and with 
little practice an extremely thin layer can be 
quickly and accurately removed from a skin or a 
scar surface, whatever its contour, with a scalpel 
or a freehand knife. The capillary bleeding that 
results is easily stopped by pressure with a gauze 
swab moistened with saline or, with a dilute 
solution of epinephrine (1:100,000). 

Hynes has especially adapted this technique to 
the management of chronic radiodermatitis, a 
disease in which the whole skin thickness is in- 
volved but where the epithelium is thinned and 
atrophic and is prone to develop malignant 
change. The entire damaged epithelium is shaved 
and the skin graft then placed on the plexus of 
the sear. 

The author has also used this technique in a 
wide variety of other lesions. Nonhairy pigmented 
moles can be treated easily and quickly by shav- 
ing the affected area to the deep layer of the 
dermis followed by an application of a thick 
split graft. Hairy moles with deeply placed hairs 
will continue to grow and pierce the graft and 
mar the results. Good results have been obtained 
in the treatment of a variety of scars. Scars of 
almost every description can be effectively and 
quickly treated in this way—unstable scars, 
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scars which are difficult or dangerous to excise, 
depressed scars, tight scars as well as hyper- 
trophied scars, and those which are permanently 
red or brown. This method has also been utilized 
to implant pedicle flaps and composite grafts. 
(Brit. J. Plastic Surg., 12:48, 1959.) 


Hypertension in Children 

SLATER, GEIGER, AZZOPARDI and Webb discuss 
the problem of hypertension in children. The 
causes of hypertension presently known are 
common to children and adults. The incidence 
of individual etiologies, however, is sharply 
different in the two groups. For example, essential 
hypertension is rarely found in childhood. Certain 
technical aspects of taking blood pressure meas- 
urements in children should be noted. First, the 
neonatal blood pressure is normally about 80/46, 
and gradually reaches adult levels at puberty. A 
pediatric cuff, covering about two-thirds of the 
upper arm should be used. Apprehension and 
excitement may transiently elevate blood pres- 
sure. Lastly, particular care should be taken to 
palpate the femoral arteries in each physical 
examination. 

The measurement of blood pressure is fre- 
quently omitted from pediatric examinations, 
partly because of the impression that hyperten- 
sion is not a significant problem in children. On 
the contrary, a large number of diseases seen in 
children lead to hypertension by involvement of 
certain tissues; and the authors have classified 


_ these under the headings of renal, cardiovascular, 


adrenal, sympathetic ganglionic centers, neuro- 
logic and poisonings. In any hypertensive child 
in whom the etiology is not apparent, these areas 
may be investigated in a systematic fashion, 
largely without the aid of complicated equipment 
or elaborate facilities. 

Some helpful clinical points are worthy of em- 
phasis. First, bilateral adrenal cortical hyper 
plasia may mimic the aldosterone tumor seen 
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in adults and must be considered in the differ- 
ential diagnosis. The hypertension of acute 
glomerulonephritis is best treated by combina- 
tions of reserpine and hydralazine. Cutaneous 
vasomotor phenomena in a hypertensive child 
suggest pheochromocytoma. Severe chronic pye- 
lonephritis may present as hypertension with 
little to call attention to the renal disease in the 
background. 

A few children will be seen in whom all diag- 
nostic procedures ‘are negative. The decision to 
call them essential hypertensives must be made 
with great caution. Periodic reassessment of such 
children may represent the wiser course of action. 
(J. Canad. Med. Assoc. 81:71; 1959.) 


Asymptomatic Abdominal Masses 

in Children 
THE FINDING of an asymptomatic abdominal 
mass in a child affords an unusual opportunity 
because if an aggressive diagnostic and surgical 
approach is used the child may be saved even if 
the mass is malignant. And every mass in the 
abdomen of an infant or child should be thought 
malignant until proved otherwise. 

Benson and Reiners advise that every child who 
presents an abdominal mass should have a scout 
film of the abdomen, an intravenous pyelogram, 
a complete blood count and urinalysis pre- 
operatively. 

About 50 per cent of these masses will be 
genitourinary in origin. Of the malignant tumors, 
neuroblastoma is the most frequent, with Wilm’s 
tumor, or renal embryoma, second. 

Of a series of 26 children, in 12 of the children 
the mass was a malignant tumor. Seven of these 
patients have survived from seven months to 
over ten years postoperatively. All of these 
patients had either a neuroblastoma or a Wilm’s 
tumor. In all of the children radiation was used 


following the surgery. (A.M.A. Arch. Surg., 
78:688, 1959.) 
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Peripheral Neuropathy in Myxedema 


IN THEIR CLINICAL experience with more than 250 
patients treated with radioactive iodine to induce 
myxedema for its beneficial effect on cardiovascu- 
lar diseases, Crevasse and Logue were impressed 
with the high incidence of peripheral neuropathy. 
Accordingly, they reviewed the records of 65 pa- 
tients with idiopathic myxedema and confirmed 
that manifestations of peripheral nerve involve- 
ment are indeed frequent in that disorder (see 
the diagram above). The peripheral neuropathy, 
manifested by either or both severe paresthesias 
and lancinating extremity pains, may be the pre- 
senting and dominant feature. Objective neuro- 
logic findings are seldom present. The symptoms 
disappear under treatment with thyroid sub- 
stance. (Ann. Int. Med., 50:1433, 1959.) 


Congenital Infantile Agranulocytosis 


“INFANTILE GENETIC AGRANULOCYTOSIS” is a 
newly discovered disease of infancy, first de- 
scribed by Kostmann in 1956. Blattner has re- 
viewed the recent literature on this subject. 

A number of cases have been described since 
Kostmann’s original report. The disease is noted 
in early infancy and is characterized by failure 
to thrive, fever and skin infections. Complete or 
almost complete absence of granulocytes in the 
peripheral blood is noted. Bone marrow studies 
show a marked retardation in the maturation of 
myelopoietic cells. Children with the disease may 
survive for months or years only if infections are 
treated promptly and vigorously with anti- 
biotics. Steroids are ineffective. 

In a more recently reported case, no evidence 
of genetic factors could be elicited despite inten- 
sive investigation. As in previous cases, there was 
evidence that this disease represents a congenital 
inability to utilize the sulfur-containing amino 
acids which are necessary for maturation of 
myelocytes. (J. Pediatrics, 54:839, 1959.) 
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Kuru 


KLATzO, GAJDUSEK AND ZIGAS REVIEW the 
pathology of a disease that is new to Western 
medicine. This disease—Kuru— is ethnically and 
geographically localized among the Fore people 
of Eastern New Guinea. The disease has been 
present for the full extent of memory of the 
inhabitants but there are no records or legends 
concerning its history. Fifty per cent of all 
deaths in some communities are due to Kuru. It 
is primarily a disease of women, and there is a 
strong suggestion of a genetic predisposition. 

The authors followed 12 cases throughout the 
entire illness, and an autopsy was performed in 
each case. Kuru runs an afebrile course of less 
than one year. It is characterized by the insidious 
onset of ataxia, followed by widespread tremor. 
Speech becomes unintelligible, and terminally 
the patient is incapacitated with incontinence 
and dysphagia. No regular laboratory abnor- 
mality has been noted. 

The main pathologic findings are found in the 
central nervous system and include widespread 
neuronal degeneration and loss of myelin. Exten- 
sive studies on etiology and other parameters of 
Kuru are continuing. (Lab. Invest., 8:799, 1959.) 


Iron Loss in Hookworm Infestation 


ROCHE AND PEREZ-GIMENEZ of Caracas, Vene- 
zuela studied the question of whether or not there 
is significant reabsorption of iron lost into the 
gastrointestinal tract of patients infected with 
hookworm. 

These authors performed studies involving the 
use of circulating erythrocytes tagged with both 
radioactive chromium and radioactive iron. 

It was apparent that iron from hemoglobin is 
in large part reabsorbed after it is lost into the 
intestine through the action of the hookworm. 
The absorption varied between 13 and 76 (aver- 
age 44) per cent. This is considerably higher than 
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the iron absorption from foodstuffs in normal 
subjects, although absorption is greatly increased 
in iron-deficient subjects. 

The authors propose that the high reabsorp- 
tion found in hcokworm patients is due either to 
diminished iron stores, or possible transformation 
of iron into a more available form by the hook- 
worm. (J. Lab. & Clin. Med., 54:49, 1959.) 


Ocular Manifestations of Basilar 
Artery Disease 


MINOR, KEARNS, MILLIKAN, SIEKERT AND SAYRE 
discuss the ocular signs and symptoms that are 
produced by occlusive disease of the vertebral- 
basilar arterial system. The vertebral arteries 
join at the lower border of the pons to form the 
basilar artery. This, in turn, runs into the pons 
and divides to form the posterior cerebral arter- 
ies. Variations in the vascular anatomy and 
various anastomotic channels account for the 
many combinations of clinical signs that may be 
seen. 

Previous authors have stressed the frequency 
of premonitory symptoms, fluctuating signs and 
involvement of the visual tracts in basilar artery 
disease. The present authors have studied 183 
cases, divided into those with a clinical diagnosis 
of thrombosis within the vertebralbasilar system, 
and those with a clinical diagnosis of intermittent 
insufficiency within the system. A significant 
neurologic defect which persisted was the basis 
of moving patients from the second group to the 
first. 

Males predominated (70 per cent) and hyper- 
tension was present in about 25 per cent. Most 
of the patients with a diagnosis of thrombosis 
had experienced definite episodes of insufficiency 
prior to the thrombosis. Ocular abnormalities 
occurred in 79 per cent. These included homo- 
nymous hemianopsia, bilateral and unilateral. 
Generalized blurred vision was the most common 
subjective disorder. Diplopia, nystagmus and 
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pareses of extraocular muscles were also noted. 
Anticoagulants appeared to exert a beneficial 
effect in the patients with recurrent insufficiency. 
They did not influence persistent neurologic de- 
fects. (AMA Arch. Ophthal., 62: 84, 1959.) 


Throat Swabs 


SASLAW and his colleagues undertook a study to 
determine whether or not more streptococcal iso- 
lations would result when the number of simul- 
taneous throat swabs is increased. Quadruplicate 
swabbing was used in 274 throat cultures. All 
four plates were free of beta-hemolytic strepto- 
cocci in 217 instances, while 58 cases (21 per 
cent) were positive on at least one plate. 

Only 12 of the 58 positive cultures were re- 
covered on all four plates. Twenty-four (41 per 
cent of the 58) were isolated from a single plate 
only. Analysis of the distribution of positive 
plates revealed that a double swab routine would 
have failed to recover 18 of the 58 strains of 
streptococci (31 per cent). 

These authors emphasize the danger to the 
epidemiologist of placing too much reliance on 
usual throat culture techniques. They provide no 
more than an indication of streptococcal recovery 
tates. (J. Lab. & Clin. Med., 54:151, 1959.) 


Proteins and Lipoproteins in Diabetes 
DEMANET, GREGOIRE AND BASTENIE used the 
methods of paper electrophoresis to study the 
proteins and lipoids of diabetics and of patients 
with atherosclerosis. Even in the absence of 
findings to suggest vascular disease, diabetics 
tended to show changes similar to those of pa- 
tients with atherosclerosis (see diagram at the 
right). The findings suggest that some of the 
chemical abnormalities of atherosclerosis are 
present in the diabetic without reference to 


abnormalities. (Circulation, 19:863, 
9.) 
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Stenosis of the Sphincter of Oddi 


RIDDELL AND KIRTLEY have treated 31 patients 
with stenosis of the sphincter of Oddi. Sixteen 
patients gave a history of a previous cholecystec- 
tomy while eight patients had presumable pri- 
mary or “idiopathic stenosis” of the sphincter of 
Oddi. An additional seven patients were found 
to have cholelithiasis or choledocholithiasis asso- 
ciated with stenosis of the sphincter. The cri- 
terion of the inability to pass a 3 mm. Bakes di- 
lator through the ampulla of Vater constitutes 
stenosis in the authors’ opinion. All of the 31 
patients had transduodenal sphincterotomy and 
good results were obtained in 25 patients. Two 
patients have intermittent mild symptoms and 
four patients died in the postoperative period. 

The symptoms of stenosis of the sphincter of 
Oddi with or without previous biliary surgery 
consist of recurrent right upper quadrant pain 
radiating to the mid-back or right scapular angle 
or occasionally nausea, vomiting and a history 
suggestive of jaundice. The pain usually occurs 
in episodes and frequently is nocturnal at onset. 
The disease has characteristics of chronicity 
rather than acute illness and frequently lasts for 
months or years before being adequately studied. 
Elevation of the serum bilirubin or alkaline phos- 


Changes in blood lipids and protein 


Albumin 
Beta-globulin 
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phatase is an inconstant finding but when present 
is a help in establishing the diagnosis. Intra- 
venous cholangiograms may help if the common 
bile duct is large without other equivocal findings. 
Common bile ducts exceeding 15 mm. in diameter 
have not been a common finding. (Ann. Surg., 
149: 773, 1959.) 


Treatment of Diabetic Retinopathy 


VAN ECK REPORTS the effect of a low-fat diet on 
the serum lipids in diabetes and the treatment of 
diabetic retinopathy. He points out that the 
lipid levels in diabetes vary greatly and fasting 
determinations are not an accurate reflection of 
the variations to be found throughout the day. 
The diurnal variation of serum lipids was studied, 


and the effect of varying the fat intake determined | 


on serum lipids, insulin requirements and the 
course of diabetic retinopathy in patients with 
the disease. 

In all of 11 patients who followed a 20-Gm.-fat- 
per-day diet there was a sustained lowering of 
serum lipids, no increase in insulin requirements 
despite increased carbohydrate in the diet and a 
definite improvement in five of the patients with 
retinopathy, suggestive betterment on three 
others and no evidence of any worsening of this 
disease in any patient. 

The author concludes that a strict low-fat diet 
is indicated in patients with diabetes, elevated 
serum lipids and distinct retinopathy. (Am. Jour. 
Med. 27:196, 1959.) 


Leptospirosis 


EDWARDS INDICATES that leptospirosis is more 
widespread in the United States than is common- 
ly appreciated. 

The disease has such varied symptomatology 
that it may be mistakenly called “summer in- 
fluenza,” ‘aseptic meningitis’ and ‘“‘nonparalytic 
polio.” The disease has two stages, with the first 
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influenzalike symptoms due to a leptospiremia 
and the second phase of the syndrome (aseptic 
meningitis) thought to be an immune or hyper- 
sensitivity reaction. 

Diagnosis depends on satisfaction of one or 
more of the following factors: isolation of lepto- 
spires from the blood; fourfold or greater rise in 
complement-fixing or agglutination-lysis anti- 
body titers, or both, during the course of illness; 
sustained titer of 1:40 or greater by complement 
fixation or 1:400 by agglutination-lysis when the 
first serum specimen is obtained after the first 
week of illness. Edwards emphasizes the mild 
nature of some cases of leptospirosis and the 
difficulty in diagnosis unless the physician is alert 
to the varied manifestations of this protean 
disease. (Am. Jour. Med., 27:4, 1959.) 


Radical Neck Surgery 

in Thyroid Carcinoma 
WHEN THE DIAGNOSIS of carcinoma of the thyroid 
gland is established, the decision must be made 
whether or not to perform a neck dissection. 
Block, Miller and Brush have reviewed the his- 
tories of 132 patients with carcinoma of the thy- 
roid in an effort to answer this question. The 
recommendations gained from this study are as 
follows: 

A radical neck dissection should be carried out 
for patients with operable carcinoma of the thy- 
roid and evidence of metastases to the cervical 
nodes. 

A modified neck dissection appears to be justi- 
fied for many patients with carcinoma of the 
thyroid in the absence of palpable cervical adeno- 
pathy. 

Complete local eradication of thyroid carcinoma 
is the most important component of the surgical 
treatment of this disease. This consists of total 
lobectomy as the minimal procedure, and fre- 
quently total -thyroidectomy. (A.M.A. Arch. 
Surg., 78:706, 1959.) 
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Rose Bengal and Human Liver Disease 


ROSE BENGAL had been used for many years as a 
dyestuff to measure liver function. In recent 
years, it has been largely superseded by brom- 
sulfalein although the blood clearance curves are 
almost identical. 

Lum, Marshall, Kozoll and Meyer have used 
radioactive (I-labeled) rose bengal in a study 
of human liver disease. On the day of testing, 
blood is drawn for the following determinations: 
icterus index, alkaline phosphatase, total protein, 
albumin, globulin, thymol turbidity and gamma- 
globulin turbidity. A standard dose of 5 micro- 
curies of radioactive rose bengal solution con- 
taining 5 mg. of the dye is injected intravenously. 
Using a scintillation counter over the liver, the 
uptake of the dye by the liver is measured. When 
the uptake reachesa peak at from 30 to 90 minutes, 
a l-ec. sample of blood is taken and the radio- 
activity of this is measured. At six and 24 hours 
postinjection, the radioactivity of the liver and 
of a blood sample is again measured. 

A total of 231 patients has been studied by 
this technique. As a result of data comparing the 
liver function tests and biopsy and necropsy re- 
sults, the authors feel justified in proposing a 
theoretic scheme of using the rose bengal test 
as a means of differential diagnosis of jaundice. 
They think that this method can differentiate 
jaundice from cirrhosis, hepatitis, stone and car- 
cinoma. The diagram at the right illustrates this 
scheme. Further evaluation of the test is being 
made. (Ann. Surg., 149:353, 1959.) 


Pulmonary Edema 


MILLER AND SPROULE DEFINE pulmonary edema 
as a state of the lungs characterized by filling of 
the alveolar and many of the bronchial spaces 
with serous or serosanguineous fluid owing to a 
variety of conditions. These conditions precipi- 
tate one or more of the following functional dis- 
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Differential Diagnosis of Jaundice 


Using Radioactive Rose Bengal 
(Radioactivity of Liver and Blood Measured Simultaneously) 
JAUNDICE 
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Blood Count Low 
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turbances: (1) increased pulmonary transcapil- 
lary pressure gradient, (2) decreased lymphatic 
reabsorption of pulmonary fluid, (3) increased 
pulmonary capillary permeability and (4) de- 
creased colloid osmotic pressure of the blood. 
The authors record their experience in the treat- 
ment of over 350 patients with edema using in- 
termittent positive pressure breathing on in- 
spiration. 

In order to obtain objective measurements, gas 
exchange studies were performed with the pa- 
tients breathing ambient air (if tolerated), 100 
per cent oxygen and 100 per cent oxygen adminis- 
tered by intermittent positive pressure breathing 
in a random sequence. 

The presence of obstructing, frothy, viscid 
fluid in the bronchial tree provides a basis for the 
use of surface-acting agents which reduce foam- 
ing. This tends to reduce the obstructing effect 
and makes possible more effective distribution of 
inspired oxygen. 
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Often a far more important effect of the bron- 
chial obstructing material is the increased work 
of breathing that results from the increased pul- 
monary tissue viscous and airway resistance as 
well as the increased “‘stiffness’”’ of the lung. The 
latter is a result of such factors as interstitial 
congestion, increased pulmonary vascular pres- 
sure and increased pulmonary blood volume. The 
fact that dyspnea is not relieved when 100 per 
cent oxygen breathing results in normal or nearly 
normal oxygen saturation, and that dyspnea is 
either corrected or greatly improved almost 
invariably upon administration of intermittent 
positive pressure breathing on inspiration with 
oxygen, indicates that the dyspnea is not arising 
solely from the anoxia but largely from those fac- 
tors that are responsible for increasing the work 
of breathing. 

Morphine effectively decreases respiratory 
drive and doubtless this is its principal value re- 
gardless of whether this is affected by direct de- 
pression of the respiratory center or by diminish- 
ing psychic overstimulation accompanying the 
fearful attacks. Antifoaming agents effectively 
decrease the resistance to air flow by diminishing 
the obstructing effect of the bronchopulmonary 
fluid. Oxygen and bronchodilator detergent aero- 
sols, administered by intermittent positive pres- 
sure breathing on inspiration, perhaps with the 
addition of antifoaming agents by nebulized mist, 
is the single most effective approach to the inter- 
ruption of the self-perpetuating, pathophysiologic 
disturbance. It provides a safe, immediate ap- 
proach to both anoxia and the increased work of 
breathing. (Dis. of Chest, 35:469, 1959.) 


Acute Appendicitis 
BABCOCK AND MCKINLEY have carefully re- 
viewed the case records of 1,662 patients ad- 
mitted with a proven diagnosis of acute appendi- 
citis for a 20-year period from 1936 through 1955 
in a general hospital. 
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The uniformity of the clinical picture leading 
to the diagnosis and operation was remarkable. 
No significant change was noted in respect to 
age, sex, duration of symptoms and condition of 
the appendix when the cases were compared in 
successive five-year periods. The incidence of per- 
forated appendices admitted was the same for 
the entire period: It was noted that almost all 
the complications such as appendiceal abscess 
and peritonitis developed in patients with symp- 
toms lasting more than 12 hours. The type of 
incision and the management of the appendiceal 
stump did not have any detectable effect on the 
morbidity. 

The refinements of such adjuncts to the oper- 
ative treatment as intestinal intubation, blood 
and fluid replacement and improvements in anes- 
thesia techniques have led to improvement in the 
treatment results obtained over this period, but 
the authors believe that the major factor in 
obtaining improvement in the results has been 
the use of the antibacterial agents. The morbidity 
has decreased in successive five-year periods from 
33 per cent to 8.5 per cent and the mortality has 
decreased from 5.5 percent to 0.25 per cent. 

Approximately 50 per cent of the patients now 
receive antibiotics; penicillin and streptomycin | 
are used most widely. The use of these agents is 
determined by the condition of the appendix. 
(Ann. Surg., 150:131, 1959.) 


The Rectal Bladder for Urinary Diversion 


WILKINS AND WILLS have used an isolated rectal 
pouch as a substitute urinary bladder in a num- 
ber of patients. This is performed by dividing 
the upper rectum and bringing the proximal por- 
tion out the abdominal wall as an end colostomy. 
The ureters are then placed in the remaining 
rectal pouch. 
This procedure has been used in patients 0 
whom previous ureterointestinal anastomoses 
have been done and who have developed hype! 
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chloremic acidosis. This type of urinary diversion 
allows the patient to control voluntarily the evac- 
wation of urine. Reflux into the renal pelvis has 
not been of major importance, and pyelonephri- 
tis has not resulted. The amount of urine ab- 
wrbed by the rectal mucosa is slight. The 
colostomy is dry and is easier to manage than a 
cutaneous ureterostomy or an ileal pouch bladder 
draining into a bag. Further, the operative pro- 
cedure required is relatively simple. 

The authors believe that this procedure will be 
valuable in patients where for one reason or an- 
other, it is necessary to remove the urinary blad- 
der, or where the bladder is not present or func- 
tionless, and where it is possible to preserve 
normal rectal control. (Surg., Gynec. & Obst., 
109:1, 1959.) 


Lobeline as a Smoking Deterrent 


IN THEIR ASSAY of lobeline sulfate as a deterrent 
to cigarette smoking, Rapp, Dusza and Blanchet 
found that it was important to have an estimate 
of the amount of each cigarette smoked as well 
as the number of cigarettes smoked each day. 
They found that adequate doses of lobeline sulfate 
will reduce the total amount of smoking although 
it may not cut down the number of cigarettes 
lighted by those subjects who do not wish to stop 
smoking. In subjects who wish to stop smoking, 
there is a reduction in both the number of ciga- 
tettes smoked and the amount of each ciga- 
rette smoked. 

In this study, the lobeline sulfate was ad- 
ministered in a buffered vehicle consisting of 
tricalcium phosphate and magnesium carbonate 
—a form in which the lobeline is absorbed readily 
and consistently from the human gastrointestinal 
tract. From the diagram at the right, it is evident 
that. to be effective as a smoking deterrent, lobe- 
line should be present in the blood at levels 


oa 100 to 140 meg. (Am. J. M. Sc., 237:287, 
.) 
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ECHO Type 6 Viremia 


IMPROVED TISSUE CULTURE procedures have 
prompted the recognition of an increasing num- 
ber of infections due to Enteric Cytopathogenic 
Human Orphan (ECHO) viruses. Their detection 
has been more common in stools, less in pharyn- 
geal secretions and cerebrospinal fluid. Limited 
data on viremia are available. 

Frencis and Ceballos describe virus studies on 
the blood of a 7-year-old girl, prior to the fatal 
termination of a paralytic illness not associated 
with signs of meningeal involvement. Cerebro- 
spinal fluid examination was normal. ECHO type 
6 virus was isolated from whole blood and serum 
obtained three days after onset of the illness, 
which was the second day of paralysis. Virus 
could not be demonstrated in pharyngeal secre- 
tions, stools, spinal fluid and post-mortem ma- 
terials. Neutralizing antibodies were not present 
in the virus containing serum. 

This study is significant in suggesting that 
systemic infection with ECHO type 6 virus may 
occur without frank meningeal involvement, and 
that viremia may be a significant part of its 
pathogenesis. (Proc. Soc. Exp. Biol. Med., 101: 
479, 1959.) 


Relation between blood level of lobeline sulfate 
and number of cigarettes smoked. 


20 4 6 100 120 
Lobeline blood level (micrograms per 100 ml.) 
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Tips from 
Other Journals 


Surgical Management in Hemophilia 
and the Hemophiloid Diseases 


HEMOPHILIACS and patients with similar bleeding 
disorders present formidable problems to sur- 
geons called upon to treat them for injuries or 
other conditions requiring operation. Unfor- 
tunately the usual laboratory evaluation of the 
blood coagulation mechanism by bleeding and 
clotting times will not give a specific diagnosis 
in most of these diseases and will often lead to a 
false sense of security. 

As data accumulates on the blood clotting 
mechanism the family of hemophiloid diseases 
increases. In addition to hemophilia the family 
includes: Christmas disease, Rosenthal’s syn- 
drome, parahemophilia, proconvertin deficiency, 
Stuart defect, Hageman trait and Von Wille- 
brand’s disease. 

Fortunately, data from a new simple test, the 
partial prothrombin time (PTT) when com- 
bined with the information obtained from the 
conventional one-stage Quick prothrombin time, 
give all the information necessary for practical 
clinical diagnosis. By the use of the PTT test, 
the clinician can follow the response of the 
patient to therapy and anticipate the need and 
quantity of further blood or plasma transfusions. 

Brown, Smith and Howse believe the first prin- 
ciple of treatment in these diseases is to restore 
and maintain the patient’s blood clotting mecha- 
nism at a satisfactory level prior to operation 
and until healing of the wound or injury is 
sufficient that bleeding will not occur when treat- 
ment is discontinued. 

The dosage of fresh blood or plasma required for 
the proper hemostatic effect will vary with the 
severity of the patient’s bleeding tendency or 
his own level of clotting factors, the extent of the 
injury, the rate of blood loss and the presence 
of tissue ne~rsis or infection. 

When the nemostasis is properly controlled the 
treatment of minor wounds and injuries should 
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be carried out in the same manner as in normal 
patients. Treatment of hemophilic hemarthrosis 
and arthropathy is largely nonsurgical. It is 
based on frequent administration of normal 
plasma, rest of the affected joint and elastic 
compression bandaging. Local application of cold 
packs helps reduce pain and may enhance hemo- 
stasis. In the treatment of dental disorders, em- 
phasis is laid on prophylaxis. Local hemostasis 
may be accomplished by making an impression 
of the operative site beforehand and then pack- 
ing the socket or cavity with gelfoam moistened 
with thrombin, dipped in dry thrombin powder 
and held in place by pressure. The treatment of 
diseases in the genitourinary tract presents no 
special features. 

The most serious difficulties are encountered 
in the head and neck and in the abdominal cavity. 
The treatment of bleeding in these areas must 
be very rigorous. (Ann. Surg., 149: 721, 1959.) 


Bioflavonoids and Inflammation 


INFLAMMATORY exudates cause increased capil- 
lary permeability locally. This effect is mediated 
by various substances contained within the 
exudate, according to its pH. Emigration of 
leukocytes is also provoked by substances con- 
tained in the exudate. 

Menkin previously detected suppression of 
these inflammatory activities by adrenal cortical 
steroids and ACTH. Working with rabbits, he 
now provides evidence that a wider range of 
anti-inflammatory activity is to be found in the 
composite of water-soluble bioflavonoids from 
oranges and grapefruit which are contained in the 
preparation C.V.P. This suppressive activity 's 
found over a wider range of exudate pH than the 
activity of steroids and ACTH. Menkin suggests 
that the clinical usefulness of the water-soluble 
bioflavonoids as anti-inflammatory agents de- 
serves exploration. (Am. J. Physiol., 196:1206, 
1959.) 
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Hypotension During Hemodialysis 


MAHER AND HIS COWORKERS had noted that there 
was sometimes a significant decrease in blood 
pressure when patients were undergoing hemo- 
dialysis on the “artificial kidney”’ (see the diagram 
at the right). Although the hypotensive reaction 
could be readily controlled with the aid of blood 
transfusions and the administration of pressor 
amines, the authors sought a technique for pre- 
venting hypotension. Their experience with the 
same type of phenomenon in dog experiments led 
them to try a solution of 5 per cent human serum 
albumin in a 0.9 per cent solution of sodium 
chloride as the medium for filling the dialyzer. 
In a series of 33 dialyses using that medium, 
there were no hypotensive reactions. (Proc. Staff 
Meet., Mayo Clin., 33:641, 1958.) 


Treatment of Venous Ulcers of the Leg 


THE TREATMENT OF VENOUS ULCERS of the leg 
must not only cure the ulcer but the venostasis 
must also be controlled if recurrence is to be pre- 
vented. Venous ulcers may be due to disturbance 
of the superficial circulation with incompetent 
communicating veins, or they may be associated 
with the postphlebitic syndrome with incompe- 
tent deep veins and then secondary incompetence 
of the communicating and superficial veins. In 
either superficial or deep vein incompetence, the 
impaired venous drainage in the lower leg causes 
the subcutaneous tissue and skin to become in- 
durated, fibrotic and particularly susceptible to 
infection, so that an ulcer may develop spon- 
taneously or as a result of trivial trauma. 
Prioleau and Nunn think that the best method 
of treating these ulcers is to first use firm support 
of the leg from foot to knee. For this they prefer 
a partial Unna’s paste boot combined with an 
elastic bandage. They prefer this method of sup- 
Port as opposed to a complete Unna’s paste boot 
or a pneumatic type of support. With this type 
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In a series of 33 
hemodialyses in which 
the dialyzer was filled 
with blood, there were 
12 instances of a sig- 
nificant hypotensive 
reaction. 


of therapy, the associated dermatitis has cleared 
and the ulcers have healed or developed suitable 
beds for grafting. After the ulcer is healed and 
the skin of the leg is in good condition, the 
dilated incompetent superficial and communi- 
cating veins are stripped and ligated. The authors 
do not like to use sclerosing solutions to obliterate 
the veins. The treatment outlined here has given 
good results in 110 patients with venous ulcers. 
(Ann. Surg., 149:914, 1959.) 


Problems in Anesthesia for Paraplegics 


PARAPLEGICS PRESENT many problems that con- 
cern the anesthetist, not only in anesthetic care 
but because of perplexing physiologic altera- 
tions that result from transection of the spinal 
cord. Bizarre patterns of pain follow injury to the 
spinal cord. Nutritional and emotional problems 
may be severe, while chronic infection is a con- 
stant threat. In addition, the respiratory and 
circulatory consequences of the injury may give 
rise to problems in pulmonary ventilation and 
circulatory instability. 

The main problems confronting Rocco and 
Vandam in 482 operations on 179 paraplegic pa- 
tients have related to emotional upset, autonomic 
nervous system hyperreflexia, muscle spasm, 
painful states and altered visceral sensation. Dis- 
turbance of temperature regulation, nutritional 
inadequacy and chronic infection likewise were 
mentioned as complications. Amyloidosis is a 
late sequel of infection, and excessive bleeding 
during operation was occasionally seen. (Anes- 
thesiology, 20:348, 1959.) 
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Incidence of Familial Hyperlipemia 


DURING ROUTINE SCREENING EXAMINATIONS per- 
formed upon 998 consecutive students at Uppsala 
University in Sweden, Hirschhorn and his col- 
leagues took specimens of blood for analysis of 
optical density and later performed other tests 
in order to demonstrate the incidence of familial 
hyperlipemia. There were 16 definite cases and 
four probable cases. In addition, a statistical 
analysis of the whole procedure led the authors to 
believe that about ten cases were missed in the 
course of the sampling. They concluded that the 
incidence of familial hyperlipemia is between 2 
and 3 per cent (probably closer to 3 per cent) in 
an apparently normal northern European popula- 
tion. 

Familial hyperlipemia is an inherited disease 
thought to be due to a single gene difference 
causing a defect in the mechanism whereby in- 
gested fat is cleared from the plasma. The clinical 
features of the heterozygous and homozygous 
forms of the disease are shown in the table below. 

The authors believe that cases of familial 
hyperlipemia make up a sizable proportion of the 
increasing number of patients with atherosclerosis 
—supporting this thought by the fact that the 


Familial Hyperlipemia 


Heterozygous Homozygous 


Milky serum (elevation of Same 
all lipids) 

Delayed clearing of ingested Same 
fat from the plasma 


Severe atherosclerosis in Severe atherosclerosis i 
early adulthood childhood 


Xanthomatosis (occasion- Xanthomatosis 
ally) Abdominal crises 
Hepatosplenomegaly 


plasma of atherosclerotic individuals shows a 
delay in lipemia clearing. 

In hyperiipemia, there is increased blood co- 
agulation as well as inhibition of fibrinolysis. 
These factors may be important in the pathogene- 
sis of atherosclerosis because they predispose to 
thrombosis and fibrin deposition. (Science, 129: 
716, 1959.) 


A Clinical Approach to Parotid Gland 
Tumors 


SURGICAL TREATMENT of parotid gland tumors 
has been greatly influenced by the intimate rela- 
tionship of the facial nerve to the gland. The 
surgeon’s dread of injury to this nerve has con- 
tributed to the rate of recurrence. The fear of 
injury has resulted in physicians’ advising pa- 
tients to “leave it alone until it bothers you.” 
This is wrong. This will allow some tumors to 
progress to the stage where the facial nerve must 
be sacrificed to eradicate the tumor. 

Summer, in studying parotid tumors, has sev- 
eral helpful suggestions. Tumors of the parotid 
gland can usually be classified as: encapsulated 
(circumscribed), invasive and recurrent. By plac- 
ing the tumor in one of these categories, a more 
realistic course of treatment can be outlined. 
This classification is important because the his- 
tology of the tumor is often not known until the 
surgical excision has been completed. Tumors 
which are benign and encapsulated constitute 65 
to 70 per cent of all parotid gland tumors. Malig- 
nant tumors which are clinically encapsulated 
constitute an additional 10 to 15 per cent. Thus, 
in the surgical management of 80 to 85 per cent 
of such tumors, the facial nerve, or its major por- 
tion, can be preserved. In the remaining 15 to 20 
per cent the sacrifice of all, or the major portion 
of the nerve will be required. However, this will 
give better results than the recurrence rate of 30 
to 50 per cent which has resulted from timid sur- 
gery. (Ann. Surg., 149:852, 1959.) 
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Ulcer Experiment 


(American Chemical Society, Atlantic City, Sept. 
1s) CARRAGEENIN, an inexpensive extract from 
saweed, appears promising as a treatment for 
peptic ulcer. It apparently interferes with devel- 
opment of ulcers by blocking the action of pep- 
sin. Uleers produced artificially in rats were com- 
pletely inhibited when carrageenin was added to 
drinking water. Preliminary results of yet-incom- 
plete clinical trials are encouraging.—Dr. JOHN 
C. Houck, director, biochemical research labora- 
tory, Children’s Hospital Research Foundation, 
Washington, D.C. 


Enzyme Supply 


(Ibid., Sept. 15) The ENZYME elastase now can 
be produced in quantity through a bacterial 
source. This should enable researchers to evalu- 
ate the enzyme for possible use in treating ath- 
erosclerosis and certain aging problems. Some 
researchers believe elastase could be helpful in 
preventing deposition of fats and sterols in the 
arteries. Until now, elastase has been obtained 
from hog and beef pancreas and glands of certain 
tare fish—Dr. INES MANDL and BETTY B. 
COHEN, College of Physicians and Surgeons, 
Columbia University. 


Potent Hypotensive Agents 


(Ibid., Sept. 15) POWERFUL new hypotensive 
agents have been produced by combining con- 
ventional drugs with the rocket fuel hydrazine. 
Activity of pentolinium dibromide has been 
boosted 200 per cent in dogs by this means, with 
blood pressure decline maintained for five hours. 
Clinical tests on the new hydrazine drugs are not 
complete. Hydrazine has been used in synthesiz- 
ing powerful new stimulants against mental de- 
pression and fatigue.—Dr. JOHN H. BIEL, direc- 
tor, Lakeside Laboratories, Inc., Milwaukee. 


Cooking Grease 


(American Cancer Society meeting, Houston, Tex., 
Sept. 21) REPEATED heatings of the same cook- 
ing grease are known to produce carcinogens in 
the grease. A next step is to determine if they 
are produced in sufficient quantities to produce 
stomach cancers. But “it is a very reasonable 
hypothesis that the constant use of the same 
cooking grease could cause cancer of the stom- 
ach.”—E. CUYLER HAMMOND, SC.D., American 
Cancer Society, New York. 


Suicide Motives 

(American Psychological Association, Cincinnatt, 
Sept. 5) MANY OR most people who commit 
suicide really do not understand they shall be 
dead. Many wish to punish someone else, and 
suicide is chosen as a means of doing it.—Dr. 
EDWIN S. SHNEIDMAN and Dr. NORMAN L. FAR- 
BEROW, Los Angeles Suicide Prevention Center. 


Pleasure Centers 


(Ibid., Sept. 9) TRANQUILIZERS powerfully af- 
fect the ‘‘pleasure centers”’ of the brain, as deter- 
mined by implanting electrodes into such areas of 
rats’ brains. The rats were conditioned to press a 
lever to receive an electrical stimulus producing 
satisfaction. But after receiving chlorpomazine, 
the rats no longer return to the lever to receive 
the pleasurable stimulus.—R. P. TRAvis, re- 
search assistant, and ProF. JAMES OLDs, Uni- 
versity of Michigan psychologists. 


Measles and Pneumonia 


(American Roentgen Ray Society, Cincinnati, 
Sept. 23) MEASLES VIRUS apparently can cause 
giant cell pneumonia. Some types of agents in- 
distinguishable from measles virus were isolated 
in five children with the pneumonia, who later 
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died from that disease. Administration of large 
amounts of measles antibodies at the proper time 
may improve the course of giant cel] pneumonia. 
—Dr. ANNA Mitus, Boston, Mass. 


Intestinal Hernia 


(Ibid., Sept. 22) A HISTORY of vague, intermit- 
tent abdominal distress for many years can de- 
note mesentericoparietal herniation. Clinical 
data and x-ray examination can diagnose this 
developmental internal hernia formed in em- 
bryonic life—Dr. D. J. Montreal, 
Canada. 


Arterial Grafting 

(Ibid., Sept. 24) FEMORAL ARTERIOGRAPHY with 
use of contrast medium promises better selection 
of patients for artery grafting for occlusive arte- 
rial disease. “Evaluation of the site and extent of 
segmental occlusion, the state of the distal arte- 
rial tree and the degree of collateral circulation 
can best be obtained by serialgraphic studies.” — 
Drs. HENRY HAIMOVICI, JEROME H. SHAPIRO 
and HAROLD G. JACOBSON, New York City. 


USSR Medical Education 


(Second World Conference on Medical Education, 
Chicago, Sept. 2) ‘In the USSR, improvement 
in doctors’ professional skill is a matter of na- 
tional importance.” The state pays for all ex- 
penses of advanced training institutes, with doc- 
tors being state employees. Specialization of 
Soviet physicians is carried out mainly in the 
united municipal, regional and republican medi- 
cal institutions, and subjects include not only 
special theoretic and practical disciplines but 
subjects of general education “such as foreign 
languages and fundamentals of Marxism and 
Leninism.” During the last 40 years, 390,000 
doctors have gone through a course of training at 


11 advanced training institutes, and “annually 
more than 27,000 doctors go through a course of 
postgraduate training, almost one out of 10.”— 
Pror. Z. I. YANUSHKEVICHIUS, director of the 
Kaunas Medical Institute, Kaunas, Russia. 


Mere Psychiatrists 


(National Association for Mental Health, Inc. 
announcement, New York, Aug. 24) THE NuM- 
BER of psychiatrists in the United States in- 
creased 21 per cent between 1956 and 1959, and 
now totals 10,562. This means an average of one 
psychiatrist for every 16,400 of population— 
Report of Joint Information Service of the Ameri- 
can Psychiatric Association and National Associa- 
tion for Mental Health. 


TV Coccygodynia 


(International College of Surgeons, Chicago, Sept. 
17) PAIN in the coccyx frequently is caused by 
prolonged watching of television, or long auto- 
mobile rides, especially if the patient habitually 
sits with poor posture. Women appear more 
susceptible than men. Massage, heat treatments, 
instructions on proper posture and surgical treat- 
ment of infections bring improvement in most 
cases.—DR. WILFORD L. CooPER, Lexington, Ky., 


proctologist. 


Ptosis 

(Ibid., Sept. 15) HEREDITY is apparently a 
factor in some cases of ptosis. Surgery can bene- 
fit in both congenital and acquired types. Fascia | 
from the patient’s hip is threaded beneath the 
folds of the forehead and tightened to elevate the 
lids to the desired level. Congenital ptosis should 
not be treated surgically until the patient is more 
than a year old.—Dr. EDwarpD A. KITLOWSEI, 
plastic surgeon, University of Maryland School of 
Medicine. 
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Readers. are encouraged to submit inquiries to GP. 


Information Please 


These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Sensitivity to Penicillin 
Q. Ifa patient develops an allergic reaction to Bicil- 


lin (benzathine penicillin G) will he also be 
allergic to other forms of penicillin? 


A. Cross-sensitivity from one type of penicillin 
to another occurs in many, perhaps the majority 
of cases. On the other hand, sometimes a patient 
is sensitive to one form of penicillin and not to 
another. If penicillin must be used and the pa- 
tient has shown hypersensitivity to benzathine 
penicillin G, careful skin testing should always 
precede the use of any other form of penicillin. 


Diagnosis of Angina Pectoris 
Q. How can one be sure that at any one attack, an 
anginal pain is not coronary thrombosis? 


A. If by the term “anginal” pain is understood 
the occurrence of substernal pressure, fullness or 
heaviness, with or without radiation, initiated by 
emotion or exertion, characterized by a duration 
of but a few minutes, and relieved by rest, the 
differentiation is not difficult, ordinarily. Pain of 
infarction rarely bears a direct exertional rela- 
tionship, is of longer duration and is frequently 
accompanied by nausea, apprehension, dyspnea 
and diaphoresis. Angina occurring chiefly at rest 
is seen, but is usually accompanied by evidence of 
left ventricular failure and generally responds to 
conventional therapy directed toward the heart 
failure. 

Ischemia of greater magnitude (coronary insuf- 
ficiency or “intermediate syndrome’) poses a 
greater diagnostic problem and may be clinically 
inseparable from infarction. 

The occurrence of shock, arrhythmias, appre- 
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hension, evidence of acute heart failure and a 
muffled first sound or muffied heart sounds are 
indirect evidence of infarction. 

In practically all instances, the diagnosis may 
only be established by serial EKG’s and labora- 
tory studies. The characteristic EKG and S-GOT 
changes of an infarction, when correlated with the 
patient’s history, usually make the separation of 
infarction from angina not too difficult. 


Subacute Thyroiditis 


Q. Please give the treatment and differential diag- 
nosis of subacute thyroiditis. 


A. The symptoms of subacute (acute diffuse, 
DeQuervain’s) thyroiditis may range from very 
severe systemic manifestations to none at all. 
The usual symptoms, however, are marked ten- 
derness of the thyroid gland, soreness in the 
anterior part of the neck, pain running up from 
the thyroid region into the ears on both sides, 
fever and malaise. Ordinarily, the thyroid gland 
is moderately enlarged, hard, nodular and ex- 
tremely tender. The sedimentation rate usually is 
markedly elevated. If the disease damages the 
thyroid gland enough to cause the escape of 
excess thyroxin into the circulation, the patient 
will have also the signs and symptoms of hyper- 
thyroidism with tachycardia, nervousness, palpi- 
tation and elevation of the basal metabolic rate 
and the serum concentration of protein-bound 
iodine. However, the radioiodine tracer test will 
show very little, if any, collection of radioiodine 
by the thyroid. 

Subacute thyroiditis must be distinguished 
from acute suppuration in the neck, carcinoma of 
the thyroid and Hashimoto’s thyroiditis. Since 
neither Hashimoto’s thyroiditis nor thyroid 


205 


e of “es 
the 
ne. 
UM- 
in- 
and 
one 
ept. ‘ 
by 
ito- 
ally 
ore 
ost . 
r a 
ne- 
the 
the 
uld 
KI, 
of 
- 


carcinoma is associated with much tenderness in 
the thyroid region, the extreme tenderness usu- 
ally found in the thyroid gland affected by sub- 
acute thyroiditis should separate these conditions. 
Acute suppuration in the region of the neck 
should seldom be confused with subacute thy- 
roiditis, since the hard, nodular feel of the thyroid 
is characteristic of subacute thyroiditis. 

If symptoms are mild, no treatment is neces- 
sary except simple analgesics. If the severity of 
symptoms warrants more vigorous measures, 
cortisone or prednisone, given every six hours, 
will bring about disappearance of symptoms 
within hours and return the gland to normal 
within days. The dosage of the steroid should be 
reduced to a safe maintenance level within a few 
days after the therapy is started, and then ta- 
pered off slowly unless symptoms recur. The 
lowered dosage should be continued until symp- 
toms do not recur when the treatment is stopped. 

Sometimes the course of the disease may be 
shortened somewhat by giving roentgenologic 
therapy to the thyroid in divided doses over two 
or three days, with a total dose of about 300 r. 


Laboratory Values 


Q. With all the new electrolyte problems, values of 
substances in the blood and specific tests for 
many diseases, is there a brief book of labora- 
tory values available for handy reference? A 
pocket manual would be ideal. 


A. Laboratory values vary in different labora- 
tories. The reason for this is that not all labora- 
tories use the same methods, since the method 
will depend on the number of tests to be done 
each day, available personnel, etc. The physician 
can make best use of these results if he knows the 
normal values for the particular laboratory. The 
printed list of normal values from your own 
laboratory then should satisfy your need for a 
handy reference. 
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Gamma-globulin for Measles 


Q. To what extent is the routine use of gamma- 
globulin for children exposed to measles an 
established practice? What is the incidence of 
measles encephalitis in the unprotected? What 
ts the morbidity and mortality? Does the inci- 
dence of encephalitis justify the cost of the 
gamma-globulin (for all cases)? 


A. Gammaz-globulin is useful in preventing mea- 
sles or in ameliorating the symptoms. It is 
especially indicated in young infants, in hospital- 
ized children where epidemic spread threatens, in 
children who have an intimate exposure as in 
home exposures, and in persons with tuberculosis. 
Whenever possible it should be given to all 
susceptible exposed persons. Since the disease has 
a certain mortality, there is a small risk of en- 
cephalitis (0.1 per cent) and the unmodified form 
of the disease is severely annoying to say the 
least. 


Danger of Vesicle Fluid 


Q. I understand that poison ivy will not spread by 
the action of the fluid in the vesicles if it comes 
in contact with normal skin when the vesicles 
break. What vesicular skin diseases will spread 
by the action of the vesicle contents on normal 
skin? 


A. On normal skin, the contents of the vesicular 
phase of vaccinia and the vesicular lesions of 
impetigo can develop new lesions. On pathologic 
skin, the viral bodies in a herpes simplex vesicle 
can produce superimposed herpetic lesions on a 
dermatitis, such as atopic dermatitis. The vesi- 
culobullous lesion of congenital syphilis is highly 
infectious and can infect normal skin. Theoreti- 
cally, at Idast, also the vesiculobullous lesions of 
leprosy (especially the Mexican Lucio type) 
could infect normal skin. 
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R. B. ROBINS, M.D. 


During the recent hearings on HR 4700 
(the Forand Bill), Academy Past President 
R. B. Robins was asked to testify before 


the House Ways and Means Committee 


as the Academy representative. 

As is sometimes done, Dr. Robins presented 
both a verbal and written statement. 
—PUBLISHER 


Oral Testimony 


I am Dr. R. B. RoBINs of Camden, Ark. I am 
testifying for the American Academy of General 
Practice, an association that represents more 
than 25,000 family doctors. The Academy, which 
I helped found in 1947, is the nation’s second 
largest medical organization. As a doctor of medi- 
cine, I have had for many years a deep interest 
in governmental matters that relate to the health 
of my patients. 

H.R. 4700 would affect the health of my pa- 
tients, and not for the better. 

Accordingly, when the American Academy of 
General Practice asked me to testify at these 
hearings, I prepared myself to meet with this 
committee and talk about the effect of this 
proposed legislation on the general practitioner 
and the patients he treats. . 

But day before yesterday I changed my mind. 

I was listening to this committee’s hearings 
when Representative Forand brought up the 
subject of British medicine. 
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In the congressman’s view—as I understood 
him—compulsory national health insurance in 
that country was, by and large, a success. 

It was at that point that I decided to take 
another approach in my testimony before this 
committee, for I had just got back from Great 
Britain earlier this week. 

Ever since 1948, when the National Insurance 
Scheme and the National Health Service were 
inaugurated in Great Britain, I have been inter- 
ested in the effects they would have on that 
nation’s health care. I have, like many other 
American doctors, read a good deal about it. 

And for many years, I had wanted to see the 
program in action, at first hand. I had wanted to 
compare it with the quality of health care re- 
ceived by the people of the United States. I had 
wanted to talk personally with family doctors in 
Great Britain so that I could obtain an un- 
adorned, undiluted account of how they view 
medical challenges and problems in their country 
today. It seemed to me that a look at the British 
experience, from the standpoint of an American 
doctor, would give me a yardstick with which to 
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A Family Doctor 
Answers Forand 


measure the general practitioner’s situation in 
the United States as compared with that of his 
British colleague. 

For compulsory national health insurance here, 
even on a limited scale, could be the precursor 
of compulsory national health insurance across 
the board. And on that subject, the British doctor 
has (whether he likes it or not) become an expert. 


First-hand Information 


I therefore went to the experts. And I got 
expert opinions during a busy and interesting 
week devoted largely to private, no-holds-barred 
discussions with men and women who can speak 
authoritatively on the present system of giving 
medical care to the people of Great Britain. 

Certainly no one recognizes better than I that 
this experience does not qualify me as an authori- 
ty on medical problems in Great Britain. It does, 
however, give me a new and fresh insight into 
British medicine as it is now being practiced. I 
am grateful for the opportunity of being able to 
pass these impressions on to you, for what I 
learned from family doctors in Great Britain has 
a direct bearing, it seems to me, on the legislation 
now under consideration by this committee. 

In candor, I want to make it clear that as a 
smalltown family doctor, I always have been 
suspicious of inflexible, political-type medicine. 
However, before I left on this journey, I at- 
tempted to clear my mind of preconceived beliefs 
and ideas. Perhaps no man can really do this; I 
can only tell you that I tried. 

I went to Britain determined to spread out the 
facts on the table, family-style, and to do my 
utmost to appraise them in a realistic, common- 
sense way. 

What about the quality of medical care in 
Great Britain? Has it deteriorated? 

In my opinion, it obviously has deteriorated. 

For example, the doctors’ offices, which are 
called surgeries, are filled with long queues of 
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people sitting and standing in line for hours to 
see a general practitioner. These people, when 
they come into the doctor’s office, are given 
numbers, as though they were standing in line 
at a bakery. 

And all too often the doctor is so hurried and 
under such intensive pressure that he has only 
two or three minutes in which to render his 
services to each individual. 

This is not something I read. 

This is something I saw—again and again. 

I saw medicine put on an assembly-line basis; 
I saw numbers supplanting names; I saw a 
process so coldly impersonal that I was reminded 
of a machine stamping out file cards. 

I saw doctors almost in despair because they 
simply did not have the time to give individual 


‘patients the individual care they needed and 


deserved. 

Let me give you a personal illustration. A man 
who served as a guide and chauffeur during my 
stay in England was eager for me to talk with his 
own doctor, his family physician for many years. 
This doctor said: ‘“Yes, I will be glad to see Dr. 
Robins, but please urge him not to stay for more 
than ten minutes because of that long line of 
people in the reception room and in the street 
who are waiting their turn to have only one or 
two minutes with me today.” 

Based upon the facts made available to me, | 
found out that the effectiveness of the doctor in 
Britain has been weakened gravely, through no 
fault of his own. 

When the family doctor finds one of his pa- 
tients who is really sick and needs to go to the 
hospital, he has to refer the patient to a specialist 
(called a consultant, a consultant whom the 
family doctor cannot even help choose). 

The relationship between the family doctor and 
his patient ceases at that point. Why? Because 
the family doctor cannot treat his own patient In 
the hospital. 

A stranger takes over, a consultant whom the 
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patient probably has never seen before, and the 
connection of the family doctor with the case 
ceases until the patient returns home. 

As hard as this is for me to believe, I am told 
that it may be weeks before the family doctor 
even receives a report on the patient’s condition. 

I was told of some instances in which patients 
had died and been buried before the family doctor 
even heard about it. 

One doctor told me of a case involving a patient 
sent by a family doctor into a hospital for a gall- 
stone operation. Three weeks later, the doctor 
happened to encounter a member of the patient’s 
family. When the doctor inquired about the pa- 
tient’s condition, he was told that the patient 
had died two days after the operation. 

Are these isolated cases? I can only tell you 
that doctors of reputation and integrity told me 
of so many cases of this kind that I was aston- 
ished and, to be honest, badly jolted. 

What would happen if we tried a similar 
system in our own country? 

I can answer honestly only by translating this 
into terms of my own experience as a family 
doctor in Camden, Ark. 

I can tell you that if I tried to go along with 
this in Camden, as doctors are forced to go along 
with it in Britain, the good people of my town 
would tar and feather me and ride me out of 
town on a rail. 

I can also tell you that in my opinion, they 
would be justified—I would deserve it. 

If you will permit me a digression, you perhaps 
will remember the story told by the late Alben 
Barkley about the man back in Kentucky who 
was tarred, feathered and ridden out of town on 
a rail. At the city’s outskirts, the man was re- 
leased and asked whether he had anything to say. 

“Well,” the man said, “‘if it hadn’t been for the 
honor of the ceremony, I would just as leave have 
walked.” 


I’m saying to you: Please spare me the honor of 
the ceremony. 
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In England, doctors’ offices are filled with long lines of people, 
who are given numbers when they come in, as though standing 
in line at a bakery. 


In this connection, let me add my conviction 
that the relationship between the doctor and 
patient in England clearly has deteriorated. A 
patient may come into the doctor’s surgery 
(where several doctors may be working) and say 
“‘Let me see Jones. If he isn’t here, I’ll see Smith.” 
They seldom say Dr. Jones or Dr. Smith. 

Please don’t misunderstand. This is not a mat- 
ter of titles or formality. It seems to me to be 
an underlying, significant factor in the relation- 
ship between doctor and patient—more impor- 
tant to the patient than it is to the doctor hecause 
the patient’s confidence in a doctor can often be 
the difference between life and death. 

Mark me down as old-fashioned, if you will, 
but I happen to believe—and believe strongly— 
that the practice of medicine cannot be imper- 
sonal and still be effective. I happen to believe 
that people are different, with different needs 
and different problems, requiring different treat- 
ment. I happen to believe that doctors can’t 
function effectively while in a strait jacket. 

What do the doctors in Britain think about all 
this? 


Medical Care Standards Declining 


Well, I’m not a one-man polling service, but I 
can tell you that the overwhelming majority of 
them with whom I talked were gravely concerned 
over what they considered declining standards of 
medicai care. 
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I emphasize that these were private opinions, 
expressed privately. . 

At the outset, in talking with doctors, I found 
some of them reluctant to express their basic con- 
victions. When I assured them that I would not, 
under any circumstances, embarrass any indi- 
viduals, they opened up and laid their beliefs on 
the line. 

They felt the system underneath the surface 
was moving from crisis to crisis. They felt that 
the system was demoralizing to both patients and 
doctors. They felt that any service which appears 
to be provided ‘‘free” inevitably will be under- 
valued and over-used. They felt that doctors had 
been placed at the mercy of forces which had little 
interest or sympathy for the personal and confi- 
dential relationship which hitherto had existed 
between the doctor and his patient. 

Most serious of all, they felt that the quality of 
health care under political domination had de- 
clined seriously. 

These were the sort of things I was told: 

“IT spend about a third of my time filling out 
forms and papers,’’ said a doctor practicing in one 
of London’s slum areas. 

“We can get our patients into hospitals for 
emergency treatment,” said a health official, “‘but 
on routine surgery, our patients may have to 
wait anywhere from three months to three 
years.” 

“This hospital,” a consultant told me, “had 
four lay administrative people when the govern- 
ment took over in 1948. Almost overnight, that 
staff increased to 17 people.” 

“Far too many of our able physicians are mov- 
ing to other countries, where they can practice 
medicine more effectively,” a health official said. 

These remarks were typical of the many I 
heard. 

Just a few words about cost: Before the Na- 
tional Health Service was introduced, the govern- 
ment estimated the annual cost would be less 
than 150 million pounds. 
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This was, however, a grave miscalculation. The 
actual expenditure in the first complete financial 
year, 1949 to 1950, was 436 million pounds. 

Further, the costs continue to soar, with the 
estimate for 1958 in the neighborhood of 750 mil- 
lion pounds. This is about five times the original 
prediction. 

Even so, general and mental hospital construc- 
tion ceased with the initiation of the National 
Health Service. Limited funds have been used for 
the renovation of existing structures, true enough. 
And some new hospital construction is finally un- 
der way. But there is a waiting list for admissions 
to hospitals of perhaps half a million persons. 

And so they wait, by the hundreds of thou- 
sands, for a chance to get in a hospital. They may 
wait two years to have their tonsils removed, two 
or three years for a gall bladder operation, a gas- 
trectomy or other elective surgery. 

Although I am not an authority on the British 
health program, it doesn’t take an authority to 
state that the people of the United States would 
not take kindly to that long queue leading to 
their doctor’s office; that three-year wait for ad- 
mission to a hospital; that assembly-line ap- 
proach to treatment; that staggeringly expensive 
bureaucratic program tied up with red tape. 

I am not saying that H. R. 4700 is, or seeks to 
be, a Made-in-USA version of the British health 
plan. 

It isn’t. 

But H. R. 4700 is compulsory health insurance 
on a limited scale. And if it were made law, com- 
pulsory national health insurance for every man, 
woman and child in this country could soon come 
down the pike. 

Should this happen (and I pray it doesn’t) the 
high standard of health care that Americans ex- 
pect, want and deserve would begin to sag at the 
seams. 

I don’t think any member of Congress wants 
that to happen. . 

I think all of us want the best medical care for 
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our people that skill, dedication and hard work 
can give us. 

Hundreds of thousands of people—physicians, 
dentists, nurses, hospital personnel, clergymen, 
social workers, community leaders—are working 
to maintain this nation’s proud claim to the best 
medical care of any country in the world. 

Gentlemen, let them alone. Leave them to their 
voluntary approaches, and they will continue to 
do the job as they have always done it in the past. 


Dr. Robins visited the College of General Practitioners’ head- 
quarters, London, where he discussed British medical prob- 
lems with his overseas counterparts. 
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Filed Statement 


I AM TESTIFYING for the American Academy of 
General Practice, an association that represents 
more than 25,000 family doctors. The Academy, 
which I helped found in 1947, is the nation’s sec- 
ond largest medical organization. I am also a 
member of the AMA Board of Trustees and a 
private citizen vitally interested in the political 
affairs of our country. For eight years, I was 
Democratic National Committeeman for the 
State of Arkansas. As a doctor of medicine, I am 
especially interested in political affairs that relate 
to the health of my patients. 

I am here to talk about compulsory health in- 
surance. This is not a new topic, especially to a 
doctor who practiced during the Wagner-Mur- 
ray-Dingell days. These three gentlemen tried to 
sell their own variety of compulsory health in- 
surance in one package. As you well remember, 
only a few of the so-called liberals wanted any 
part of the program. 

Since then, the same experts on social and 
medical-economic reform have used a new ap- 
proach. Every year, with most of the emphasis on 
election years, they amended the Social Security 
Act and tried to attain the same objective piece- 
meal under what might be described as a social 
welfare installment plan. 

If I remember correctly, the Forand Bill was 
introduced in August, 1957—almost two years 
ago. Ever since, different experts have tried to 
hang a price tag on this program. 

I’m a doctor—not an economist. I’m always 
ready to discuss fees with a patient but there are 
times when I admit that I can’t come up with an 
answer. If a patient comes into my office and 
says, “Doc, I got a bellyache. How much will you 
charge to cure me?”-—I can’t answer him. He 
may need a good laxative or he may need a sub- 
total gastrectomy. The point is, I don’t know 
and I may not know after I’ve examined him. 


211 


= 
he 
ial 
he 
il- 
ral 
lal 
or 
h. 
n- 
S- 
r 


A Family Doctor 
Answers Forand 


I submit that no one knows how much the 
Forand Bill would cost the taxpayers. I would 
personally say “plenty”’ and that’s probably as 
close as any of the other estimates. 

In Britain, the “experts” predicted that com- 
pulsory health insurance would cost 130 million 
pounds per year. This, as I understand it, was 
considered to be the maximum amount. In 1957, 
this program cost the British taxpayer almost 
700 million pounds or more than five times as 
much as the “estimated” maximum. 

Saskatchewan also has a compulsory health in- 
surance program and I feel sure that the provin- 
cial government made a conscientious effort to 
determine the number of dollars required. What 
happened? At the end of one year, 12 short 
months, the government discovered that its figure 
was 50 per cent too low. 

How can Congress have any confidence in esti- 
mates that have been historically inaccurate? 
How many patients will welcome hospitalization 
if they mistakenly think that Uncle Sam is going 
to pay the bill? In Saskatchewan, the average 
person over age 65 spends seven days a year in 
the hospital. In this country, the same person is 
in the hospital two and a half days per year. In 
Saskatchewan, people go to the hospital more 
often and they stay there twice as long! They 
either think it’s “free” or else they think they’ve 
already paid for it and they might as well use it. 
I dare say there isn’t a doctor in active practice 
who hasn’t witnessed both of these reactions. 
How much of this would there be in this coun- 
try? Who can tell? I can’t, and I don’t think 
anyone can. 


New Social Welfare Philosophy 


In the last 20 years, this country has adopted 
a new social welfare philosophy. This consists of 
first recognizing that certain groups need help. 
No one will dispute this contention. Then, as a 
second step, we legislate special programs for 
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people who really need help. When this is done 
wisely and after careful consideration of all factors 
involved, such legislation is little more than a 
logical extension of the Christian attitude. 

But then (and here is where our objectives and 
logic follow different paths), we extend the bene- 
fits to everyone! The question of need never arises. 
How many patients, worth $15,000 or more, are 
currently lounging in VA hospitals with the bless- 
ings and best wishes of the government? In 1956, 
the General Accounting Office checked 25,000 
VA records and found 423 patients in this cate- 
gory. And even though the mechanism to prose- 
cute for perjury now exists, I have never known 
it to be set in motion. 

I will always support and endorse voluntary 
health insurance plans tailored to meet the spe- 
cial needs of our senior citizens. But I will just 
as vigorously oppose making them wards of the 
state. The man who has been retired and the 
woman whose children are married and on their 
own have special emotional problems. I see these 
people every day and I’m familiar with these 
problems. They feel that they’ve been turned out 
to pasture, that their usefulness is ended and that 
they must simply wait to die. If you make them 
exist on federal hand-outs, you'll lower their 
morale to a point below ground level. 

Some of these people need help and seem to 
accept it graciously. But there are others, many 
others, who want to feel that they can still take 
care of themselves. If you harass them with 
higher and higher taxes during their most pro- 
ductive years, you deprive them of the right (and 
I believe it zs a right) to be free and independent 
and to hold their heads as high as they want. 
At least give them a choice. Don’t destroy their 
initiative in the name of “welfare” and compul- 
sory health insurance. 

Representative Forand’s bill supposedly would 
offer benefits to eligible social security claimants 
over age 65. I’ve heard a few of my colleagues 
ask if this age limit couldn’t be lowered. I've 
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watched the social security program since its in- 
ception in 1935 and I don’t think there’s a person 
in this room who doesn’t know, beyond any 
shadow of reasonable doubt, that the age limit 
would be lowered, progressively, relentlessly and 
rapidly. 

Finally, perhaps in less than ten years, the age 
restriction would be totally eliminated and we’ll 
have pure socialized medicine. I know that those 
two words have been kicked around for years, 
but as an eventuality, socialized medicine is no 
joking matter. Would any member of this com- 
mittee willingly send his wife or child to a doctor 
who is forced to see 60 patients a day? Would 
you expect them to get individual care and at- 
tention? That’s socialized medicine and I want 
no part of any program that is a blatant and 
obvious step in that direction. 

You don’t have to be a doctor to know that this 
country today has standards of health unmatched 
by any other nation. I think that personal free- 
dom, enjoyed by both the doctor and his patient, 
has made a continuing and invaluable contribu- 
tion to this happy state of affairs. 

But there are men in this room who now want 
to tell my patients: “‘Give us your tax dollars and 
let the government buy your medical care. We 
can spend your money for you. We don’t think 
you're capable of taking care of yourself.” I don’t 
care how you dress it up or how many fancy 
words you use, it adds up to pure compulsion 
with the complete and total elimination of indi- 
vidual freedom. 


Emotional Needs Important 


My patients, and those of every other doctor, 
aren’t animals—they’re people. They’ve solved 
many personal problems and solved them without 
an outside agency stepping in and coming up 
with an over-the-counter answer. 

Tm always amused, in a tragic sort of way, by 
different attitudes toward health care problems. 
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Too many people seem to think that the doctor 
is nothing more than a mechanical clinician. He 
can suture an incision, treat a diabetic or help 
prevent polio but this seems to be as far as he 
should go. The planning of health care programs 
is arbitrarily turned over to social welfare experts 
who know practically nothing about the patient’s 
physical and emotional needs. It doesn’t make 
sense. 

A minute ago I mentioned that many elderly 
patients feel that they no longer have any reason 
to exist. I see this every day and it’s a pathetic 
reaction. For the greater part of their lives, these 
people have felt that they were making real con- 
tributions to society. They’ve worked hard and 
raised families, paid for their own homes and seen 
their children mature and go out on their own. 

Then suddenly, and it seems to happen very 
suddenly, they’re 65 years old. Their employer 
calls them in and mentions that the company en- 
forces compulsory retirement at age 65. Many of 
these people are still mentally alert and in excel- 
lent physical condition. They don’t need to retire 
and, to put it bluntly, they don’t want to quit. 

Then, just to make matters worse, the em- 
ployer tries to tell them how “lucky” they are. 
He points to social security benefits and talks 
about having “plenty of time to fish and work in 
the garden.” This kind of life may sound good 
to the man who’s only 45 and still has 20 years 
to go but the man who’s 65 is acutely conscious 
of the real reason. He knows that he’s being told, 
nicely or otherwise, that he’s just too darn old. 
Whether he is or not makes very little difference. 
Someone has told him that it’s the end of the line. 

I mention this reaction simply to point out that 
my patients, and I must speak for them, have an 
underlying urge to be free and independent. They 
may welcome retirement income benefits because 
they feel that they’ve saved this money over a 
period of years, but compulsory health insurance 
is a horse of another color. You can’t edit the 
word “‘free’’ out of the public’s reaction. Many 
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LUTON 


CHEST CLINIC 
AND 

GROVE ROAD 

_ MATERNITY ANNEXE 


Dr. Robins and his host in Luton, England, Dr. A. J. 
Marshall, a general practitioner. British physicians told Dr. 
Robins they felt the current system was demoralizing to both 
patients and doctors. 


people in England, despite fantastic health insur- 
ance taxes, still talk about “‘free’’ medical care. 

This is what I want to avoid. As a doctor, I 
think it’s important to tailor programs that give 
the individual a feeling that it’s his program— 
molded to his individual needs. Let him buy it in 
the open market—don’t force it down his throat. 

A month or so ago, I read about a bill that 
would let taxpayers deduct health insurance pre- 
miums. This makes a great deal of sense. I’m not 
going to testify on a bill that we aren’t consider- 
ing now, but I do applaud the spirit of such 
legislation. 

Rather than say to my patients, “‘Here’s a cut- 
and-dried health insurance plan that you have to 
buy whether you like it or not,’’ why not encour- 
age these people to care for their own individual 
needs? The health insurance industry has already 
come up with plans that provide good coverage 
at very modest costs. The elderly patient who 
participates in one of these plans knows that he’s 
paying his own way. This is an important con- 
sideration, but it’s often overlooked when we get 
all wrapped up in dollars-and-cents considera- 
tions. Let’s think in terms of people and not in 
terms of plans. The moment a doctor sees his 
patient as a case history and not as a person, he 
should bury himself in a laboratory and work 
with mice, not men. Some of this philosophy 
must permeate these deliberations today. 
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A Family Doctor 
Answers Forand 


Question-and-Answer Session 


Congressman Forand: Doctor, have you read the 
story in Harper’s Magazine of May 1959 that was 
written by one Don Cook, a reporter who also 
was a patient and recites his experiences? 

Dr. Robins: Yes, sir, I have read Mr. Cook’s 
article. 

Congressman Forand: Do you agree or disagree 
with what he says, that the system is in England 
to stay and everybody likes it, perhaps except 
the doctors? 

Dr. Robins: I can’t agree that everybody likes 
it, but we should remember that the British pro- 
gram was established under a condition of auster- 
ity shortly after the war. Many people are ap- 
parently pleased with it because it is seemingly 
“free.”’ I didn’t find too much dissatisfaction on 
the part of the people because they are accus- 
tomed to the system. They don’t know that there 
is a better system. 

Congressman Forand: Most of the physicians 
that have testified here have gone along practi- 
cally the same line that you followed this morn- 
ing, namely, that they are opposed to the Forand 
Bill, but up until. now nobody has offered an 
alternative that I think would work. It seems as 
though the idea is to let things alone and they 
will work out. However, I have been disturbed 
for a great many years over this situation, and 
I am very glad that this committee finally has 
decided to hold hearings, because we have gotten 
a lot of good testimony during these hearings. I 
realize that these hearings are not conclusive to 
the point where the committee is going to meet 
in executive session and report out my bill. 

It never was my intention to see my bill re- 
ported word for word as it was written. It was in- 
troduced as a base from which to work, and I have 
pleaded repeatedly for assistance from all persons 
interested. I am sure that you, like everybody 
else that has appeared here before, admit that we 
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have a problem, a problem of the health of the 
aged, and we are all trying to find a solution to 
that problem. I am hopeful that you will con- 
tribute your share to finding this solution rather 
than just say, “Well, we are opposed to H.R. 
4700.” 

Dr. Robins: We certainly want to help. In my 
opinion we should contrive to explore voluntary 
health insurance and come up with answers that 
don’t involve compulsory plans. 

Congressman Forand: In the last two years, 
since I introduced the bill on this subject, I think 
we have stirred up considerable interest. The 
doctors have been helpful in trying to devise 
some means. The insurance companies have been 
working on it. I think we have made some prog- 
ress in the last two years. 

Dr. Robins: I agree with you. I think you have 
contributed greatly by stimulating interest in this 
problem and I congratulate you on that. The 
only difference is that you have your solution 
and I have a different solution. I admire you 
very much. 

Congressman Forand: Don’t you think, Doctor, 
that we should have a special subcommittee to 
handle this problem and a staff that would corre- 
late all of this information? Then, instead of hav- 
ing a lot of so-called executive sessions, we could 
have panel discussions, bringing in the various 
groups, the medical group, the welfare group, the 
union groups, the Chamber of Commerce and so 
forth, to sit around the table and talk these 
matters over. Wouldn’t this help us arrive at 
a solution? 

Dr. Robins: I think that would be splendid. I 
think it would be a very good idea. 

Congressman Forand: I would like to see a sub- 
committee, a representative body of this Con- 
gress, officially visit these countries and see what 
Is going on and then file an official report on 
which we could base our final decision. 

Dr. Robins: Yes, sir. I am afraid Mr. Cook, 
being a layman, did not have the opportunity to 
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really see people that could speak authoritatively 
from the medical side of this. He talked as a 
layman mostly. 

Congressman Forand: That is absolutely true. 
You speak as a doctor. He speaks as a layman. 

Congressman Mason: Dr. Robins, you have 
given us a picture of conditions in England from 
first-hand observations and experience. I am glad 
to get that first-hand picture because it is much 
more convincing to me than just theoretical dis- 
cussion. Doctor, I have just one question. This 
problem of taking care of the aged is quite a 
problem. It has been a problem that has been 
with us a long time. How would you express the 
progress that has already been made in the solu- 
tion of that problem in the last three or four years 
compared to the 20 or 30 or 40 years behind that 
time? Have we not done tremendously to solve 
this problem during the last three or four years, 
such as we never imagined 30 or 40 years ago? 

Dr. Robins: You are eminently correct, Mr. 
Mason. We have made tremendous progress. As 
you know, it takes time to work these problems 
out. You can’t do it overnight by a piece of 
legislation. I think if the American people are 
left alone they will ultimately come up with a 
very satisfactory and voluntary solution to this 
problem. It takes time. 

Congressman Mason: Judging from the progress 
that we have made in the last three or four years, 
I would say that we will have the solution within 
a few years, much better than any solution that 
would involve government supervision and gov- 
ernment interference. That is my opinion. 

Dr. Robins: I think you are correct. 

Congressman Alger: You pointed out the 
doctors are moving away from Britain. Is that 
because of the present British experiment or use 
of socialized medicine? 

Dr. Robins: I believe so. I further found that 
many recent medical school graduates want to 
emigrate. 

Congressman Alger: You mentioned the system 
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A Family Doctor 
Answers Forand 


is felt to be demoralizing to both patients and 
doctors. Just what do you mean by “demoraliz- 
ing’? 

Dr. Robins: I could talk for quite a little 
bit on that. I would like to bring up a personal 
example. About dinner time on Sunday night 
before I left for London on Monday, I was called 
by a mother, and I could hear some commotion 
in the background. She asked me to come over 
to her home right away. 

I went over and saw that the problem was 
with a young daughter, 16 or 17 years old, who 
had come home intoxicated. There was a family 
disruption between the father and the mother 
and the daughter. I gave the young lady a 
sedative and soon she became sleepy and went 
to bed. The father and mother asked me if I 
would linger a little while in their living room 
and talk to them of their problem with their 
daughter. 

I must have stayed there an hour and a half 
or two hours, letting this father and mother pour 
their hearts out to me about their problem with 
the daughter. They spoke about a psychiatrist. 
Finally, I asked them what church they belonged 
to and they told me Presbyterian. I said, “I 
believe you should take this problem first to your 
minister and discuss it with him and see if he 
can’t be helpful.” 

The doctor that I was telling that to in Great 
Britain smiled and he said, ““Mercy, Doctor, we 
couldn’t think about spending that much time 
with one of our patients.” 

Congressman Alger: Some men here in Wash- 
ington would be afraid to oppose the Forand Bill 
because politically the voters might think that 
the Congressman is opposed to medical care for 
the sick. When Mr. Reuther was here yesterday, 
with the beautiful language and manners that 
he displayed in presenting his viewpoints, I 
recognize that somebody like myself could be 
placed in a very uncomfortable position, as I 
always am when I oppose something. I am not 
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against helping the aged or the sick with medical 
care, but I think there are other ways to do it 
than with medically presupposing a federal 
solution. 

Congressman Machrowicz: Doctor, I wasn’t 
going to ask you a question, but this last dis- 
cussion got me to thinking. I know that you are 
not a young man, and I am not either. I am sure 
you remember the ’30’s very well, and I remember 
very well what the doctors were telling us in the 
’30’s as to what dire things would happen if we 
got a Social Security System in this country. Do 
you think those dire things did happen to us? 
I hear this argument about what would happen 
if we get this socialized medicine, as we call 
this, that this would be a terrible tragedy to the 
country. We were told that in the ’30’s when the 
Social Security System was adopted originally, 
weren’t we? 

Dr. Robins: Yes, sir. 

Congressman Machrowicz: And no terrible 
tragedy occurred to this country? 

Dr. Robins: Mr. Congressman, you notice the 
tendency at every session of Congress is to ex- 
pand, expand, expand Social Security into other 
areas until finally it looks to me as though in- 
dividual responsibility is going to be taken away 
from the individual in this country, and he will 
be finally dependent upon his great central 
government to take care of him. I think that is 
bad philosophy. 

Congressman King: Several years ago, a spokes- 
man for the insurance industry was before the 
committee, and he was an unusual witness for 
this reason. This was when there was reason to 
believe that the wage level would be increased 
for OASI purposes. He said, “I am a little em- 
barrassed today, gentlemen,” or words to that 
effect. “‘During President Wilson’s administra- 
tion, at the time it was proposed that our service- 
men be insured, we appeared, and I will frankly 
admit we drew a very dreary picture in our 
testimony of what was going to happen to the 
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great insurance industry of this country if the 
President would permit the insurance of our 
servicemen to be handled by the government.” 

He said, “I am sorry to say that what we 
predicted didn’t happen. Just the opposite hap- 
pened. It stimulated people who not only had 
some faith in insurance, but it got to people that 
hardly knew what insurance was. We enjoyed 
great, great expansions in our business following 
World War I. When the Social Security Act 
was proposed we again vigorously opposed the 
act and spelled out again the adverse, if not 
devastating, effect Social Security was going to 
have upon the insurance business.” 

He said, “It didn’t happen. We have since 
enjoyed greater expansion than we even dreamed 
would take place.” 

And he admitted that each time improvements 
were made in the act or the wage level was in- 
creased the representatives again appeared and 
warned the committee that great injury was 
going to be suffered by the insurance industry. 
He said, “In each case it has not happened. 
The opposite has happened, so you can under- 
stand that I feel awkward today telling you 
again that if you enact this amendment, we are 
going to be suffering.”’ 

I don’t know whether that knowledge could 
fit well into the history of the medical profession 
opposing many of these things, as Mr. Machrowicz 
said. I don’t think that we are correct in stating 
their apprehension with respect to many amend- 
ments that have been enacted in the past. How- 
ever, that has nothing to do with this. The 
proposal of Mr. Forand’s amendment is a little 
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different, but are you willing to admit that you 
could be wrong? 

Dr. Robins: Oh, certainly; I can be wrong, 
surely. Social Security is a rather young program 
in our country—some 20-odd years old now. At 
each session of Congress there are amendments 
and attempted expansion of the Social Security 
program. How do you and I know that this will 
not continue to be done to such an extent that 
the Social Security program may meet its down- 
fall in the next few years? 

Congressman Betts: Doctor, from your observa- 
tions of the English system, were you able to 
determine whether or not the system there has 
anything to do with incentive for young men 
to follow the medical profession, say, son follow- 
ing father? And become doctors? 

Dr. Robins: Very definitely, I found out, and 
they have physicians to substantiate this. Dr. 
Grant over in Glasgow told me this. He is presi- 
dent of the college of family doctors over there, 
College of General Practitioners. I had a visit 
with him the other day in London. He told me, 
(and this is documented) that ten years ago, 40 
per cent of the medical students came from 


medical families and that today, ten years later, - 


this number is only 10 per cent, which, of course, 
indicates to me that the son of a doctor appar- 
ently doesn’t desire to follow in his father’s foot- 
steps. He sees what the father is going through 
and he has no ambition to study medicine and 
follow his father. 

Congressman Mills: Dr. Robins, again we 
thank you, sir, for coming to the committee. We 
appreciate the opportunity of having you here. 
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Procedures in Consultation and Referral 


HENRY F. HOWE, m.p. 


The following discussion of a pertinent 
professional problem was presented at the annual 
meeting of the Massachusetts Medical Society, 
May 19, 1959. Dr. Howe, delegate from the society 
to the AMA, is a general practitioner 

in Cohasset, Mass.—PUBLISHER 


THERE IS an age-old, traditional problem in 
medical practice—that of professional conduct 
in the handling of consultations and referrals. I 
approach this problem from the viewpoint of a 
general practitioner, trained in surgery and in- 
dustrial medicine. I choose this subject because 
I believe that increased courtesy in the conduct 
of consultations and referrals might, by improv- 
ing the care of patients, win back some of the 
- human respect lost by the profession in this 
modern generation. I believe that too assiduous 
pursuit of technical competence and medical 
economics and concentration on the disease proc- 
ess often dull awareness of the simple human as- 
pects of the sick patient. The human being gets 
lost in the medical machinery. A symbol of the 
times was the young mother from Wellesley who 
complained about her doctors: ‘‘No one gets to 
know my family very well.” 

The American Medical Association stream- 
lined its Principles of Medical Ethics in June, 
1957, reducing its section on consultation to the 
simple statement: “‘A physician should seek con- 
sultation upon request; in doubtful or difficult 
cases; or whenever it appears that the quality of 
medical service may be enhanced thereby.” This 
is, of course, the fundamental ethical principle, 
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with which no one is likely to quarrel. When, 
however, one examines the Traditional Concepts 
that the Judicial Council holds are included in 
the fundamental principle, such matters of eti- 
quette as the following appear: ‘“‘When a patient 
is sent to a consultant and the physician in charge 
of the case cannot accompany the patient, the 
physician in charge should provide the consultant 
with a history of the case, together with the 
physician’s opinion and outline of the treatment, 
or so much of this as may be of service to the 
consultant. As soon as possible after the consult- 
ant has seen the patient, he should address the 
physician in charge and advise him of the results 
of the consultant’s investigation.” And further- 
more: “‘When a physician has acted as consultant 
in an illness, he should not become the physician 
in charge in the course of that illness, except with 
the consent of the physician who was in charge 
at the time of the consultation.” These state- 
ments are “not laws, but standards by which a 
physician may determine the propriety of his 
conduct in his relationship with patients and col- 
leagues, with members of allied professions and 
with the public.” Furthermore: “There is but one 
code of ethics for all, be they group, clinic or in- 
dividual and be they great and prominent or 
small and unknown.” 


Questionnaire Survey Made 


How well the profession measures up to offi- 
cial statements of principle is difficult to deter- 
mine. I have an impression that it falls far short 
of some of them. To bring into focus some of the 
current problems in the Massachusetts handling 
of consultations and referrals, I mailed a ques 
tionnaire in January, 1959, to 70 practicing phy- 
sicians. Equally divided among general practi 
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tioners and specialists, this was necessarily a 
hand-picked group of personal friends, as widely 
distributed over the state as I could make it and 
as representative as possible of differing types of 
specialties, communities and hospital staffs. All 
are members of this society, and all are men of 
outstanding integrity as physicians and citizens 
of their communities. This was not, therefore, an 
average cross-section of physicians, but, rather, 
an especially observant and articulate sample of 
the profession who might be asked to render 
frank opinions on the basis of long experience in 
practice. I am gratified to report that 58 of the 
70 returned this rather complicated, seven-page 
questionnaire, thoughtfully completed and usu- 
ally accompanied by a letter or notes further 
amplifying their views, often with extreme frank- 
ness. 

Of the 58 physicians who responded, the aver- 
age doctor had been in practice for 25 years, the 
sample varying from six to 52 years. About 20 
per cent were from the immediate environs of 
Boston, and the others were irregularly distrib- 
uted over the North and South Shores, the 


| Framingham-Worcester area and western Mas- 


sachusetts. Although it was not deliberately so 
planned, there happened to be almost equal 
representation among population areas of five 
sizes: above 500,000; 100,000 to 200,000; 50,000 
to 95,000; 25,000 to 49,000, and under 25,000. 
The specialists who answered included 18 general 
surgeons, four internists, three orthopedic sur- 
geons, two obstetricians, genitourinary surgeons 
and ophthalmologists and one neurosurgeon, 
gynecologist, dermatologist, pediatrician and 
otolaryngologist. Three of the specialists con- 
sidered themselves also in part-time general prac- 
tice. Since more specialty-trained men than 
general practitioners answered the question- 
naire, these part-time men almost brought the 
responses into equilibrium between the two 
groups, as originally intended. No truly statis- 
tical significance can be derived from these hand- 
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In response to the question on re-referral, clear differences 
of opinion represent a change in attitude of the profession 
toward so-called “‘ownership” of a patient. 


picked groups in any case; the intent has been 
only to collect opinions and experiences from a 
variety of sources. Such figures and proportions 
as are quoted must therefore be regarded only as 
evidence of trends rather than as numerical 
samplings of the profession. 

About three-quarters of those physicians an- 
swering reported that 80 per cent or more of their 
referrals are to consultants in their own area or on 
the same hospital staff. Only one-sixth limit them- 
selves to local consultants, and a twelfth say they 
refer more than 50 per cent to outside consultants. 
In each of these fractions the division is about 
equal between specialists and general practition- 
ers. Toa question of whether “limitation of refer- 
ral to physicians within a group or hospital staff 
lessens the quality of care the patient receives,” 
24 answered “‘yes,”’ 11 said “‘no”’ and another 16 
qualified their answers by comments such as “‘de- 
pends on quality of group or staff’’ and “‘availa- 
bility of certain specialists.’’ Perhaps the numerous 
blanks and question marks further suggest that 
it was difficult to answer this question by a simple 
“‘yes”’ or “‘no.’”’ One gains the impression that phy- 
sicians, at least of the sort who responded to this 
study, are concerned about the competence of their 
consultants, and are usually utilizing the skills 
of other clinics and hospitals as well as their own. 
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Procedures 
in Consultation 
and Referral 


Re-referral: When Is It Justified? 


A question that aroused a marked difference 
of opinion was, “Do you believe it is ever justi- 
fied for a consultant to re-refer a patient to 
another consultant without talking with the orig- 
inal referring physician?’’. The affirmative an- 
swerer was further asked, “If so, under what cir- 
cumstances?’’. Seventeen flatly replied ‘‘no,’’ this 
group being made up almost entirely of special- 
ists, most of them surgeons. There were five sur- 
geons, however, who answered “yes.” One of 
these was an obstetrician who requires a second 
opinion before certain operations can be per- 
formed; two orthopedic surgeons pleaded the 
need for prompt team consultation when the re- 
ferring physician is out of town; a neurosurgeon 
needed help in emergency or when the proper 
care of the patient demanded consultation and 
one general surgeon insisted that he must con- 
trol the choice of his consultant on the basis 
of competence. Eleven other specialists, mostly 
surgeons, thought there were occasional emer- 
gencies that required further consultation with- 
out waiting to consult the referring physician. 

It is interesting that 12 general practitioners 
left this question blank, and only three gave a 
“no” answer, whereas two gave a qualified ‘‘yes’’ 
answer. A part of these differences of opinion 
probably arises from the current confusion in 
definitions between the terms “‘referral’’ and 
“consultation.”’ Bornemeier, in 1954, emphasized 
the point that “referral is generally understood 
as a transfer of the full responsibility of the pa- 
tient to another physician” whereas, ‘‘a consul- 
tation implies cooperation.’ He also pointed out 
that “‘one of the chief reasons that referrals and 
consultations have been confused is that we lack 
terms describing the recipient of a referral, and 
the physician seeking consultation.”’ ‘‘Consulter’’ 
and “‘referee,’’ which he suggested, have not come 
into general use, and the confusion therefore 
continues. But semantics aside, I believe the 
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clear differences of opinion, in response to this 
question of re-referral, represent a slowly ap- 
pearing change in the attitude of the profession 
toward the so-called “‘ownership” of a patient by 
a referring physician, in cases in which the im- 
mediate safety or survival of a patient depends 
on quick re-referral in a hospital situation. Legal- 
istically, this is a violation of the already-quoted 
excerpt from the Traditional Concepts of the 
AMA, which states that the consultant ‘‘should 
not become the physician in charge of the course 
of that illness except with the consent of the 
physician who was in charge at the time of the 
consultation.” There certainly seem to be times 
in modern hospitals when patients must be trans- 
ferred from one service to another without the 
knowledge of the referring physician, and these 
times are characterized by a situation in which 
the welfare of the patient transcends the formali- 
ties of medical ethics. One small-town general 
practitioner makes this candid note: ‘When | 
refer a patient to a specialist, I expect him to call 
in any other specialist he needs without wasting 
his time telephoning, trying to locate me. In this 
way, my patient gets a better work-up and surer 
diagnosis.” 

A corollary te the observations presented 
above appears in another of the queries in this 
questionnaire: “‘How many patients do you think 
you have lost to a physician to whom you have 
referred them?’’. Thirteen specialists and seven 
general practitioners report no losses or no 
“known losses”; 16 specialists and eight general 
practitioners report ‘‘a few,” or “1 per cent” or 
numbers of patients from one to 12. Thus, almost 
all the specialists and half the general practi- 
tioners consider the problem-negligible or minor. 
Nine general practitioners report losses of 5 to 10 
per cent, or from 50 to 100 patients. One in- 
ternist complains that he has lost patients to 
general practitioners whom he has left on call 
when he is not available, but four general practi- 
tioners complain of losses to internists or pediatr'- 
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cians. One of these complains also of obstetricians 
to whom he refers mothers for obstetric care, who 
then re-refer the babies to a pediatrician instead 
of referring them back to the general practitioner. 
Three surgeons and one general practitioner ex- 
press the opinion that patients should have, and 
often do utilize, free choice of physicians, whether 
general practitioner or specialist. One of these 
surgeons writes: “I feel strongly that any of my 
patients may go to another physician without the 
necessity of notifying me. J don’t like it, but that 
is their privilege.” Another says: “As to losing 
patients to consultants, I think one is most likely 
to do that if he has tried to hang on to the patient 
too long. . . . I am sure more patients are lost be- 
cause of what the loser has or has not done than 
because of the consultant.” A general practi- 
tioner writes: “There are many patients today 
who seek out their own specialists rather than go 
to a general practitioner, and many who, when 
once referred, will go back to the specialist on 
their own. It seems to me that patients today are 
selecting their particular specialists and circum- 
venting the general practitioner, to their own 
dismay when they need a physician in an emer- 
gency.” Another general practitioner comments: 
“The difficult bridge for the consultant to cross is 
to behave in such fashion so as not to insinuate, 
by omission of some reassuring remark, that pre- 
vious care was inadequate. The average patient 
is not able to return for constant care to a spe- 
cialist, nor is it usually necessary, but he is very 
apt to feel he is accepting second-rate care in re- 
turning to his family physician, unless he has 
been reassured that his care has been adequate. 
It is, therefore, difficult and sometimes impossi- 
ble to care for him during the long trek when no 
specialist wishes to ‘hold his hand.’ ”’ 

This line of argument leads quite naturally 
into another of the questionnaire items: “Do you 
believe that modern convalescent follow-up care, 
back to full rehabilitation on the job, is usually 
the responsibility of the consultant, or of the re- 
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ferring physician?”’. Here, only nine considered 
rehabilitation the consultant’s responsibility 
alone, and all these were surgeons. Eleven con- 
sidered it the referring physician’s responsibility, 
six of these being surgeons. Fourteen of the spe- 
cialists believed the responsibility must be 
shared, and 11 of these were surgeons. No general 
practitioner thought that it was exclusively the 
consultant’s responsibility, with about 85 per 
cent voting for the referring physician as the 
solely responsible man and the other 15 per cent 
regarding it as a cooperative job. Thus, all the 
nonsurgical physicians and two-thirds of the sur- 
geons believed that the referring physician shares 
at least part of the responsibility for follow-up 
care and rehabilitation. Of all those who ex- 
pressed opinions, half considered it solely the re- 
ferring physician’s responsibility, and one-third 
a cooperative one. 

To another question—‘“Do you think fee- 
splitting is common in your area?”—three sur- 
geons in different geographic areas responded 
“yes,” and another in still a fourth area an-_ 
swered “occasionally.”’ Six other surgeons from 
three areas are concerned about Blue Shield’s 
allocation of fees for aftercare as a legalized form 
of fee-splitting. Thirty-nine answered “‘no.’”’ Of 
the six who were critical of Blue Shield’s policy, 
however, three believed that follow-up care 
should be a partnership between the referring 
physician and the consultant; two considered it 
the sole responsibility of the referring physician, 
and only one thought the consultant alone should 
be responsible. 

A broader question than that pertaining to 
convalescent care was asked to get a survey of 
opinions on the family physician problem: ‘““Who 
do you believe best handles the over-all care of 
the total patient in the long run: (a) an internist; 
(b) an organized group or clinic; (c) a family phy- 
sician (general practitioner); (d) an outpatient 
department?’’. An associated question was also 
attached: “If you have an opinion, indicate, in 
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the second column above, proportions you be- 
lieve are now so handled in your community.” 
Not surprisingly, general practitioners voted 
universally for themselves as the best handlers of 
total care, but five of them admitted in the 
second column that from 1 to 10 per cent of pa- 
tients in their communities were actually cared 
for by internists, groups or outpatient depart- 
ments. Specialists divided about 2 to 1 in favor 
of the general practitioner over the internist on 
the first question, with only two votes for group 
care. But on the question of actual conditions in 
their communities, there was a slight shift 
toward internists and a marked shift toward 
clinics and outpatients. It is only fair to state 
that only two of those polled indicated that they 
were in group practice, both of them in offices for 
a single specialty. The only significance of the 
figures in the second question is probably that the 
specialists are usually practicing in cities and the 
general practitioners in smaller communities. 
But in answers to the first question, the pref- 
erence of specialists for general practitioners 
“over internists as family physicians seems im- 
portant. The only exception to this observation 
was in Framingham, where every vote cast was 
for the internist, with no internists or general 
practitioners among those polled. Elsewhere, the 
consensus is well expressed by a surgeon: ‘‘While 
a family physician is the best answer for each 
patient, this is predicated on his being a thorough 
and good one.” 


Specific Limits on Consultation 

A question was asked: “‘Do you believe that a 
referring physician should set specific limits on 
what he wants a consultant to do, in requesting a 
consultation?”. Among the specialists, seven re- 
plied “‘yes,”’ and 23, ‘“‘no,”’ with four others modi- 
fying their “yes” by observing that the referring 
physician should inform the consultant whether 
he wants an opinion based on one visit, or a 


transfer for definitive treatment. The general 
practitioners produced six “‘yes’’ and 11 “no” 
votes. Here, again, the question is confused by 
the semantic problem already mentioned of con- 
sultation as opposed to referral. There are 
numerous modern situations, however, particu- 
larly when a third party is paying the bill, in 
which this question is important for either a one- 
visit consultation or a “take-over’’ referral. In 
elective cases financed by industry, by welfare 
departments or by private charity, decisions 
about the degree of diagnostic study or of cor- 
rective treatment often involve an economic 
problem of which the consultant should be aware. 
Under these conditions it is only fair for the re- 
ferring physician to limit his consultation request 
to a degree commensurate with the wishes of the 
third party, so long as no immediate emergency 
exists. This may also be true when only the pa- 
tient’s relatives are involved, if they are sub- 
sidizing the investigation. One general practi- 
tioner suggests that a detailed mimeographed 
form be used to specify what limitations the re- 
ferring physician requests in such problem re- 
ferrals. Similarly, there are frequent situations 
in modern industry in which occupational im- 
pairment may be a determining factor in deciding 
what course to pursue, and frequently the in- 
dustrial physician may be of assistance both to 
the referring physician and to the consultant in 
describing conditions in the working environ- 
ment that may vitally affect a patient’s re- 
habilitation to skilled employment. If so, the 
consultant will avoid embarrassment by con- 
ferring with the plant physician where the pa- 
tient is employed, to clarify such limitations as 
may be imposed by the job. 


Both Groups View Referrals 


A group of six questions was directed only to 
the genera! practitioners. The first of these was: 
“In what proportions do your referrals to other 
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One general practitioner complains of specialists to whom 
he refers patients for obstetric care, who then re-refer them 
fo an internist instead of sending them back to the family 
physician. 


physicians result from: (a) your own suggestion 
or (b) a request by the patient, a relative or 
friend?”’. Out of 24 who answered, seven indicated 
that all referrals resulted from their own sugges- 
tion; 12 replied that the request originated with 
the patient or relative in 10 per cent or less of 
referrals, three said 15 to 30 per cent and three 
more, 40 to 50 per cent of referrals. A parallel 
question asked was, ‘‘In what proportions is the 
specialist chosen (a) by you or (b) by the patient 
or a relative?’’. The answers here were similar, six 
indicating 100 per cent their own choice, 12 indi- 
cating 10 per cent by the patient or relative, five 
indicating 15 to 30 per cent and three indicating 
40 to 80 per cent of referrals. Apparently, a few 
more patients choose their own consultants, once 
the suggestion is made, than the number who ask 
the physician for consultation in the first place. 
It is clear that an appreciable number of consul- 
tants owe both the idea of consultation and the 
choice of the particular specialist to the patient 
or his family rather than to the referring physi- 
cian alone. 

To another question—‘“In your practice, is a 
needed referral to a clinic or private consultant 
ever refused because of alleged prohibitive cost?” 
—16 general practitioners answered “no,’”’ and 
ten, ‘‘ves, occasionally,” most of these indicating 
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only 1 per cent to 5 per cent of such cases. No one 
considered tl:is enough of a problem to comment 
further upon it. 

To a question of whether most consultants 
were ethical in the handling of referred patients, 
23 general practitioners answered “‘yes.’’ Three 
others indicated that there were a few who were 
not. When asked whether consultants were care- 
less about reporting, only 20 answered “‘no,” and 
six indicated that they were not only careless but 
also late in reporting. One excellent and well- 
trained general practitioner expressed himself as 
follows: ““My chief complaint is against the 
larger hospitals . . . to which I have referred pa- 
tients because they can’t afford to go private. 
Nowadays, you never hear from these hospitals 
either while they are in the hospital or even 
after discharge. Usually, they are referred on 
discharge to their outpatient department. In the 
old days they used to call up the day before 
an operation was booked ; they would call up when 
the patient was discharged to give you discharge 
diagnosis and treatment and follow this up with 
a written, detailed report. We don’t get any of 
these courtesies today.”” A surgeon from an out- 
lying town writes: “‘Getting an extract of a record 
from a hospital is rapidly getting to be a super- 
major operation.”” A man from the Connecticut 
Valley writes: “Specialists in the Boston area, 
except for organized staffs or those who are well 
established privately, anger many western Mas- 
sachusetts doctors by lack of unqualified referral 
of patient back to referring physician. .. . If 
nothing else is accomplished by your paper, get 
all consultants to acknowledge in writing promptly 
the arrival of patients, with a complete report 
then, or as soon as conclusion is arrived at. The 


_referring physician is in trouble with the pa- 


tient’s family if he is not informed fully until the 
patient is back home; the consultant is viewed as 
unsympathetic if not cooperating with the re- 
ferring physician.” 

General practitioners were asked whether they 
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give subsequent progress reports to their con- 
sultants. Fifteen replied that they do so regu- 
larly, and five that they do occasionally. Six 
answered that they do not. 

A somewhat similar group of questions appro- 
priate to consultants was asked of the specialists. 
Thirty-one said “no”; two, “yes” and one, 
“‘mostly”’ to the question: ‘““‘Do you accept pa- 
tients on referral only?”. To the question of 
whether estimated costs were discussed with pa- 
tients before treatment, 12 said “yes”; 11 more, 
“usually”; two “occasionally” and ten, “‘no.”” To 
the questions whether the nonreferred patient 
was asked the name of his family physician, and 
whether a report was then sent to him, 75 per 
cent answered “yes” to both, with an additional 
10 per cent responding “‘sometimes.” A few ob- 
jected that the nonreferred patient often changed 
his family physician, and the report then created 
embarrassment all around. One surgeon com- 
ments: “‘Ever since I have been in this town, I 
have tried to drum into the people who are inter- 
ested in coming into my office the advisability of 
having a family physician . . . they are getting so 
that they go to see their physicians.” 

The specialists were asked the percentages of 
their patients who arrived in their offices referred 
by general practitioners, referred by other spe- 
cialists, by friends, by allied medical groups or at 
their own initiative or referred by a lawyer, in- 
surance agent and so forth. The statistics are too 
complicated to be reported here fully, but some 
definite trends were observed. In most areas re- 
ferrals from general practitioners were in the 
majority, with “‘own-initiative’’ cases next in 
frequency. Framingham again showed more re- 
ferrals from other specialists than from general 


practitioners, but in all other geographic regions - 


the frequency of these was under 20 per cent, 
comparable with “friends,” ‘‘allied groups” and 
“lawyers,” etc. The pattern of origins of cases 
among Boston specialists did not greatly differ 
from that in smaller cities. 
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To still another question—‘‘Do you think re- 
ferring physicians are generally careless in their 
technique of asking for consultations?’’—24 of the 
specialists replied “‘no,” three said “yes” and four 
others qualified their affirmative answers. One of 
these, a surgeon, writes: ““Not most, but some are 
(careless), and especially in the writing of hospital 
consultations: ‘Will you please see John Jones?’.” 

To a further question—‘‘Do you think their 
preliminary work-up is adequate?’’—28 of the 
specialists say “‘yes,’”’ but eight of these make mi- 
nor reservations, and three, quite serious reserva- 
tions. Six answer “‘no.’’ As to whether the work-up 
is too prolonged, ten say “‘no,” 12, “‘yes,” with 
either minor or major qualifications and 13 do not 
answer at all. A characteristic surgeon’s comment 
reads: “The family physician should send in- 
formation to the consultant. To do this he must 
keep office records. A too high percentage of gen- 
eral physicians do not (I think) keep records, and 
too frequently do not examine thoroughly and 
work up their patients.” An internist speaking of 
adequacy of preliminary work-up comments suc- 
cinctly: “‘From some men, excellent; from some 
men, poor; and from some men, lacking.” On the 
“Too prolonged?” question, a neurosurgeon 
writes ‘‘yes, in time; no, in quality,” and a geni- 
tourinary surgeon writes “yes, 50; no, 50.” 

On questions about whether they think the 
proper care of the patient often suffers for either 
lack of referral or delay in referral to specialists, 
about half those answering, mostly surgeons, 
answer “yes,” often with qualifications like “some- 
times” or “occasionally.” These opinions, how- 
ever, need to be balanced by the recognition that 
sometimes it is the patient himself who refuses, 
or delays, the referral. When asked whether there 
is generally good follow-up care and reporting 
by their referring physicians, 22 specialists reply 
“yes,” four, “no,” four qualify by saying that the 
reporting is poor and two do not answer because 
they do their own follow-up study until the pa- 
tient is recovered. 
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Paper Work Important Factor 


Since it is obvious that paper work is an im- 
portant factor in the proper handling of referrals 
9 specialists and reports from them, a series of 
questions relating to this problem were asked of 
ill those polled. The first of these was: “Do you 
have a paid secretary or nurse-secretary, part- 
time or full-time? Does your wife or other de- 
pendent assist with records or correspondence, 
part-time or full-time?’’. Forty-four, of whom 30 
were specialists, reported that they had a full- 
time paid secretary, and ten reported a part-time 
paid secretary, four of these in offices that have 
also a full-time one. In total, 31 specialists and 19 
general practitioners had either full-time or part- 
time paid secretarial help. Three specialists and 
five general practitioners reported no paid secre- 
tary. In 18 offices, wives or dependents did part- 
time secretarial work, 15 of these supplementing 
paid secretaries. Five men reported that they had 
no secretarial help at all, all of these being in rural 
areas, four of them general practitioners. It is 
interesting that three of these five reported in 
subsequent questions that they neither refer by 
letter nor get consultants’ reports by letter. In all 
justice, it is fair to mention that one rural sur- 
geon, whose wife is his part-time (and only) sec- 
retary, despite a large family, writes on this ques- 
tion, “Between us we get it done somehow.” He 
later goes on to explain: “I think most referrals 
around here, in my work at least, are quite in- 
formal. I am sure I don’t care whether someone 
to whom I have sent a patient reports back, 
since he and I and the patient are all at the local 
hospital, so I know what goes on as it goes on. 
This would be entirely different in a large city.” 
_All those polled were asked: “In what propor- 
tion of your referrals is your request forwarded: 
(a) by letter; (b) by telephone; (c) by personal 
conversation; (d) by written request on a hospi- 
tal record and (e) by the patient himself?’’. I will 
confine myself to trends in reporting these 
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answers. Specialists in all geographic areas of 
the state use the written word, by letter or hospi- 
tal record, distinctly more frequently than gen- 
eral practitioners in referring patients. However, 
both specialists and general practitioners use the 
telephone more frequently than any other meth- 
od, and in similar proportions. Referrals are 
made by personal conversation between the doc- 
tors more frequently by general practitioners 
than by specialists. Only about 25 per cent of the 
physicians polled ever use the patient himself as 
the referral messenger, and rarely in more than 
about 10 per cent of cases, these occurring 
slightly more often among general practitioners 
than among specialists. 

A similar question was asked about reports: 
“In what proportion is the report by your con- 
sultant provided: (a) by letter; (b) by telephone; 
(ec) by personal conversation; (d) by written hos- 
pital record and (e) no report?’’. In this instance 
letters are received by 90 per cent of the physi- 
cians polled and are the most frequent form of 
report to general practitioners. Specialists receive 
a higher proportion of their written reports by 
hospital record than by letter or telephone, but 
reports to general practitioners come by telephone 
more often than by hospital record. Report by per- 
sonal conversation between physicians is occa- 
sional in both groups, but more than one-third 
never receive reports in this fashion. Thirty-nine 
men say that they have never failed to receive a 
report from a consultant in some form, but 19, 
including 12 general practitioners, state that with 
varying frequency, (usually 5 to 15 per cent) they 
fail to receive any report. Two men, one in cen- 
tral and one in western Massachusetts, declare 
that they fail to receive reports on 50 per cent or 
more of their referrals. These seem to confirm the 
strong protests recorded above from a third man, 
who answers this question: ‘““When report lags, 
contact is repeated until report is obtained.” No 
doubt both long-distance telephone calls and sec- 
retarial help are expensive, but neither should be 
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a serious obstacle to providing a prompt report 
to a physician who has sent his patient a hundred 
miles from home for special care. Such a patient 
frequently asks the referring physician whether 
he can go back to work, and with no report from 
the consultant, the question is unanswerable, 
often producing further economic ioss to an al- 
ready hard-pressed patient, until a hurry-up re- 
port is obtained. 

One final question was asked of all those polled 
on the questionnaire: ““Do you acknowledge or 
reply to letters containing reports from consult- 
ants?’’. Nineteen, of whom 18 were specialists, do 
so regularly; 28 others, of whom 18 were special- 
ists, do so occasionally or frequently, and ten, in- 
cluding eight general practitioners, reported that 
they never do. Here is a courtesy that the refer- 
ring physician should pay to the consultant, to 
inform him that the report has been received and 
that the patient has been safely returned to his 
own physician. It affords the physician a chance 
to thank the consultant for referring his patient 
back to him and to report on his condition after 
discharge. It is possible that consultants would 
feel a closer liaison with the general practitioner 
if the latter more generally observed this simple 
act of courtesy. 


Special Consultation Problems 


There are certain technical and special prob- 
lems about consultations for which there is not 
space in a paper of this sort to discuss in full but 
that may be mentioned in passing. Among these 
is the mandatory consultation, already touched 
on in a remark above about obstetric situations. 
These consultations are usually a requirement of 
the Joint Commission on Accreditation of Hos- 
pitals and are designed to divide responsibility in 
poor-risk surgical cases, or in operative interven- 
tions that may disturb a known or suspected 
pregnancy. The procedures in these matters some- 
times vary from hospital to hospital, depending 
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In a small town, the referring physician and consultant often 
are at the same local hospital, eliminating the need for formal 
reports. 


on staff organization and other factors in the 
local situation. I do not believe that any useful 
purpose can be served by attempting any broad 
statement of principle about these cases in this 
discourse other than to emphasize the desirability 
that all concerned follow sound basic ground rules 
within any hospital staff designed to carry out 
the purposes of the commission. Another espe- 
cially technical problem that differs greatly from 
place to place is the handling of psychiatric con- 
sultations and referrals. Here, again, the variables 
of availability of psychiatrists, clinics and public 
or private facilities in different areas of Massa- 
chusetts tend to make any general statement of 
procedure difficult. Each physician must of neces- 
sity work out for himself acceptable relations with 
the specialists and institutions accessible to him in 
his own particular area. An interesting study of 
the whole problem of psychiatric consultation, by 
the questionnaire method, was made by Blain and 
Gayle. The study appeared in the JAMA, April, 
1954. 

I do wish to emphasize the necessity of team- 
work between specialists and general practition- 
ers. I quote a paragraph from A. D. Dennison, 
Jr., M.D., in a 1957 paper: 

“Recently it was brought to my attention that 
a number of men were leaving general practice 
to return to residencies in the various specialties 
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_, . because of inter-personal professional prob- 
kms with specialists. It was stated that they are 
hurt, annoyed and embarrassed by being made 
to feel inferior, by the usurping of patients by 
specialists and by the direct or indirect restric- 
tion of the pleasurable challenges in medicine. 
They are sometimes made to feel like moronic 
purveyors of fascinating cases to their more glo- 
riously endowed colleagues. For this they get 
little consideration, brief, late or no reports at all 
and perhaps a fleeting glimpse of their former 
loyal patient as she or he passes in review through 
the halls of the specialists. . . .”” 

Against such a statement one must balance a 
comment like the following, from an eminent 
specialist, accompanying the questionnaire: 

“My impressions are that there is never any 
trouble in the lines of consulting and referral 
when the consultant or referring physician is a 
really competent man. On the other hand, I be- 
lieve that the frankly incompetent doctor who 
practices medicine as a business or for the money 
in it always causes trouble, and usually refers 
patients or employs a consultant only when the 
patient forces him to do so, runs out of money 
or is about to die. In the middle are a larger group 
of doctors who mean to do well by their patients, 
but just do not know they are, or are about to be, 
in trouble. . .. More education, more recognition 
of what they don’t know rather than self-adula- 
tion because of what they think they do know is 


today even more essential than it has been in the 
past.” 

These two declarations represent the poles of 
an argument that goes on every day in the staff 
rooms of most hospitals. In between there is a 
fertile ground for tolerance of the weaknesses all 
possess, for postgraduate education and for the 
courtesies and teaching through consultations 
that all need. All physicians could be advised, 
also, to improve paper work, both in the proper 
presentation of cases and in reporting on them. 

In the long run it is what is best for the pa- 
tient that is going to determine what directions 
consultation procedures, and indeed the whole 
conduct of medical practice, are going to follow 
in the coming years. Whenever specialists’ com- 
petence in the great hospitals begins to override 
and neglect the human need for doctors who will 
make house calls, the great American public, 
which constitutes the patients, begins to com- 
plain. Whenever general practitioners become 
careless and routine and fail to utilize proper 
liaison with expert techniques available through 
their specialist colleagues, public clamor is again 
raised. The profession is a team, and anyone who 
fails to maintain cordial relations with the other 
members of the team loses the respect of patient 
and colleague alike. 


Reprinted from THE NEW ENGLAND JOURNAL OF MEDI- 
CINE, June 18, 1959, Vol. 260, No. 25. 


Paregoric IN CARRYING OUT the government of the ancient Greek city-states, it was customary for them 
to hold their meetings in the “agora,” or market place. Hence the term “agora” came to 
mean an assembly. Because most of these assemblies and the speeches which were made 
there were for the purpose of raising the morale or soothing an angry public, the term “‘pare- 
gorein” came to be applied to any comforting or soothing type of speech. Later by extension 
the term was applied to soothing remedies and drugs, and in the eighteenth century the 
term “paregoric” came to be applied to drugs containing opium.—The Story Behind the 


Word, by Harry Wain, M.v. 
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Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


GP is privileged to publish reviews 

of legal decisions prepared 

by Howard Newcomb Morse, Lu.B., 
counsellor at law 

of the United States Supreme Court. 

This series is designed to acquaint readers 
with court cases involving 

the practice of medicine.—PUBLISHER 


Ritchey vs. West’ 


When a person assumes the profession of physician 
and surgeon, the law holds him responsible for any 
injury arising from a want of reasonable care, skill 
and diligence in his practice, unless the services ren- 
dered were gratuitous. 


(The following case is the only medical mal- 
practice case in which Abraham Lincoln ever par- 
ticipated as counsel. It is a foundation case in the 
law of medical negligence. Lincoln was counsel 
for the physician and surgeon, but lost the case. 
The case was decided by the Supreme Court of 
Illinois at its January term in 1860. Later that 
same year Lincoln was elected President of the 
United States.) 

This was an action brought by Keziah West, 
the patient, in the Circuit Court of Adams Coun- 
ty, Ill., against Dr. Powers Ritchey to recover for 
injuries arising from the negligence and lack of 
skill of the latter in the practice of his profession 
of physician and surgeon. The court rendered 
judgment for the patient, and the surgeon ap- 
pealed. 

The patient’s wrist was fractured and dislo- 
cated. He was attended by Dr. Ritchey. The 
splints and bandages were not properly applied. 
Had they extended below the wrist, they would 
have confined the wrist to its proper place and, 
notwithstanding the fracture, have held the 
broken bone more nearly to its place until a union 
was formed, and thus in all likelihood have pre- 
vented deformity and disability to use the hand. 
The splints employed were not of sufficient width, 
as well as too short, for the treatment of the frac- 
ture, even if they had been midway between the 
wrist and the elbow, as the patient supposed. 

It was customary and necessary for a surgeon 
to pay a second visit for the purpose of ascertain- 
‘ing how a case was progressing and whether fu- 
ture treatment was required, unless it was dis 
pensed with by the patient. Dr. Ritchey was re 
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quested to return on the following day for the 
purpose of further examination. He agreed, but 
never returned. 

The Supreme Court of Illinois affirmed the de- 
cision of the court below. The Supreme Court 
held that there must have been a want of ordi- 
nary skill, or great negligence, in the treatment of 
the case. The Court declared: “. . . there was a 
want of ordinary care, or skill, or both, mani- 
fested in the treatment of the case.” 

The Court further ruled that Dr. Ritchey’s 
failure to return, as he had promised to do and 
as was his duty to do, established a want of rea- 
sonable care and diligence which rendered him 
liable for all injury which resulted therefrom. 
The Court stated: “Had he returned, as his duty 
and his agreement required, in all probability the 
visit would have resulted in detecting the true 
situation of the injury, and relief might then have 
been obtained by the employment of the neces- 
sary surgical aid.” 


(The preceding case was heard in the Supreme 
Court of Illinois, Case No. 23 Ill. 385.) 


Hunt vs. Bradshaw 


In a malpractice action against a physician and 
surgeon who unsuccessfully operated to remove a 
piece of metal from a patient whose arm was there- 
after crippled and useless, the evidence, including a 
radiologist’s testimony interpreting the patient’s x- 
ray and a neurosurgeon’s testimony in respect to 
hypothetic questions based on the radiologist’s testi- 
mony, raised a question for the jury as to whether 
the physician and surgeon violated standards of 
good medical care and surgical practice. 


This malpractice action was heard in the Dis- 
trict Court of the United States for the Middle 
District of North Carolina. The Court directed a 
verdict in favor of the physician and surgeon, 
and the patient appealed. 
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The patient, a resident of Kingsport, Tenn., 
operated a garage and service station in that city. 
While he was holding a steel automobile axle as 
it was being struck with a sledge hammer by his 
helper, a small sliver of steel flew off and pene- 
trated the base of the patient’s neck on the left 
side, near the upper portion of his chest. The mis- 
sile was triangular in shape, and its dimensions 
were estimated to be 34” by 4" by 4”. The pa- 
tient felt a sting as the metal entered his body, 
and there was bleeding from the wound for ten 
or 15 minutes. He went promptly to the Kings- 
port Hospital, where a physician made an x-ray 
examination and referred him to a second phy- 
sician and surgeon in Kingsport. 

Except for the brief period of bleeding and the 
initial sting of pain, the patient suffered no symp- 
toms. After seeing the patient several times, the 
second physician and surgeon told him that some- 
times there is danger of a foreign object moving 
to a vital spot in the body. Accordingly, he ad- 
vised the patient to consult a third physician and 
surgeon (the defendant) to ascertain whether it 
was necessary to remove the piece of steel. The 
patient visited the defendant, who resided and 
practiced his profession in Winston-Salem, N.C. 
After a stay of several days in the North Carolina 
Baptist Hospital in that city, during which in- 
terval four additional x-ray pictures were taken, 
the defendant operated in an effort to remove the 
piece of metal. He was, however, unable to locate 
it, and it was not removed. . 

When the patient awoke from the anesthetic, 
his arm was numb and his hand useless. The de- 
fendant told him that he would be all right in 
time; also, that he had checked, and there was no 
danger of the piece of metal moving and causing 
injury. The patient suffered a sensory and motor 
paralysis in his arm, and it remained crippled and 
useless. Because of a constriction of the fingers, 
the patient developed what is known as a “claw 
hand.” These injuries were permanent and forced 
him to give up his garage. 
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Negligence 
and Malpractice 


The United States Court of Appeals for the 
Fourth Circuit reversed the decision of the lower 
court. The Court held that the evidence raised a 
question for the determination of the jury as to 
whether or not the defendant violated the stand- 
ards of good surgical practice. 


(The preceding case was heard in the United 
States Court of Appeals for the Fourth Circuit, 
Case No. 251 F. 2d 108.) 


Thompson vs. Lillehei 


In an action arising out of injuries to the plaintiff 
allegedly sustained as the result of negligence in the 
performance of certain medical procedures by the 
defendant-physicians and surgeons, the evidence 
was insufficient to present a question for the jury as 
to whether any of the defendants were guilty of actual 
negligence in the performance of their duties. 


The 8-year-old patient was born with a ven- 
tricular septal defect. Her parents arranged with 
a physician and surgeon for the performance of a 
controlled cross circulation operation upon her. 
This type of operation contemplates that the pa- 
tient will be temporarily sustained by a donor, 
who occupies an adjoining table during the oper- 
ation, and who, through a system of connecting 
tubes, furnishes heart and lung facilities to the 
patient while the heart is operated upon to cure 
the defect. The patient’s mother was to serve as 
the donor. 

Medical procedures preparatory to the actual 
heart operation took several hours. The patient 
and the donor were placed on adjoining operating 
tables about four feet apart. Both were anesthe- 
tized. Prior to the contemplated commencement 
of the actual heart surgery on the girl, and before 


the cross joinder with the mother had been ef- 
fected, an inordinate event took place at the 
donor’s table. It was impossible to detect the 
donor’s heartbeat or blood pressure. A bottle of 
glucose and water hanging overhead, from which 
a tube entered her veins, had become empty. 
First aid methods were employed, and she was 
restored. An operating diagnosis was made of air 
embolism. 

The contemplated operation was abandoned. 
Allegedly as a result of the air embolism, the 
donor suffered a brain injury. She was hospital- 
ized for five months and partially incapacitated 
thereafter. She underwent substantial physical 
and mental change. Her injuries were of a per- 
manent nature. 

The mother filed an action for malpractice 
against the physicians and surgeons. Her theory 
was that they were negligent in the manner in 
which they conducted the surgical procedures, 
specifically in permitting the glucose and water 
container to become empty and thus to cause an 
air embolism to get into the blood stream, and 
that this negligence was the cause of the injuries 
suffered. The physicians and surgeons denied neg- 
ligence and denied any causal connection between 
the events transpiring in the operating room and 
the brain injury. 

The District Court of the United States for the 
District of Minnesota rendered judgment in favor 
of the physicians and surgeons. The Court ruled 
that the evidence was insufficient to present a 
question for the jury as to whether any of the 
physicians and surgeons were guilty of actual 
negligence in the performance of their duties. 


(The preceding case was heard in the District 
Court of the United States for the District of Minne- 
sota, Case No. 164 F. Supp. 716.) 
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Diseases of the Colon and Anorectum. 

Vols. I and II. Edited by Robert Turell, M.D. Pp. 1,288. 

Price, $35. W. B. Saunders Company, Philadelphia, 1959. 
THIS BOOK consists of a collection of specially written 
papers by 82 different contributors. Itis definitely not 
designed for the general practitioner. It is, however, 
asuitable reference work for the hospital library. 

The specialty of proctology includes disease of the 
colon, and although the author is an anorectal sur- 
geon, he has failed to avail himself of contributions 
from numerous nationally and internationally known 
American proctologists whose papers would have 
added much to the value of this publication. 

Volume One very properly devotes space to the 
embryology, anatomy and surgical physiology of the 
colon and anorectum. Thirty pages are given to body 
fluid and electrolyte balance—scarcely enough to 
provide more than the basic facts involved, and cer- 
tainly not enough to be of great help to the surgeon 
with much of a fluid balance and electrolyte problem 
on his hands. Chapters on physical and roentgeno- 
logic examination are included. 

The last ten chapters of Volume One are given to 
cancer of the colon, complications and colostomy. 
The chapter on pathology and manifestations of can- 
cer of the colon and rectum by DePeyster and Gil- 
christ is excellent, and is followed by an equally good 
chapter by Southwick and Cole on prophylactic and 
adjuvant measures in the treatment of carcinoma of 
the colon. 

The various surgical procedures are clearly de- 
scribed and well illustrated. There is a section of 
three chapters on complications, including a well- 
written chapter on the management of body fluid 
and electrolyte balance. Lichtenstein’s chapter on 
colostomy is excellent. 

Volume Two uses 25 pages for a creditable dis- 
tussion of diverticulosis and diverticulitis, and de- 
votes 70 pages to ulcerative colitis. Part V is given 
over to anorectal diseases and includes nine chapters 
dealing with pre- and postoperative management, 
hemorrhoids, inflammations and infections, foreign 
bodies, pruritus ani, fecal incontinence, anal stenosis, 
tectal prolapse and squamous cell carcinoma of the 
anus. The chapter on developmental anomalies in 
Part VI is one of the best in the book. 
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Such a book as this lacks the continuity of thought 
and style which characterizes books written by a 
single author. The reader therefore has a feeling that 
he has read a collection of papers, some of which are 
excellent, some mediocre and some of which have 
not been well selected. 

— GEORGE H. THIELE, M.D. 


The Basic and Clinical Research of the New Antibiotic, 
Kanamycin. 
Edited by Otto v St. Whitelock. Pp. 408. Price, $5. Annals 
of the New York Academy of Sciences, New York, 1958. 


THIS 391-PAGE paper-backed monograph contains a 
series of many papers which were presented at a 
conference on the above subject, held and supported 
conjointly by the New York Academy of Sciences 
and the Bristol Laboratories, Inc., Syracuse, N.Y., 
July 10-11, 1958. 

The soluble basic antibiotic, kanamycin, was dis- 
covered by Umezawa and his coworkers in the fer- 
mentation products of Streptomyces Kanamyceti-. 
cus. Chemically, this antibiotic was shown to be 
closely related in its structure to neomycin and to 
have some features in common with streptomycin 
but to be clearly distinct from both. The chemical 
structure and physical properties of kanamycin have 
been almost fully elucidated and, as the sulfate, it is 
remarkably stable, readily soluble, and suitable for 
intramuscular use. 

In vitro, kanamycin was shown to be highly or 
moderately active against many common pathogenic 
aerobic Gram-positive and Gram-negative bacteria 
and mycobacteria, but some pneumococci, most 
streptococci, and pseudomonas were found to be 
moderately resistant. Of immediate interest is its 
activity against pathogenic staphylococci irrespec- 
tive of their resistance to other antibiotics now in 
common use. Its activity parallels very closely that 
of neomycin and of paromycin. 

In the tuberc]~ bacillus there appears to be com- 
plete cross-resistance between kanamycin and neo- 
mycin and one-way cross-resistance from viomycin 
to kanamycin. In the treatment of tuberculosis the 
limited experience of clinicians in the United States 
employing kanamycin alone in severe, chronic and 
resistant cases suggests only that it exerts some 
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Calms fears, promotes sleep, reduces postoperative excitement 


Controls nausea and vomiting—motion sickness, pregnancy, 
surgery, reflex causes 


Counters sensitivity reactions—allergy, drugs, tissue edema 
of trauma or surgery 


Cuts dose requirements of depressant agents—narcotics, bar- 
biturates, anesthetics 


TABLETS 


PHENERGANY. 
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® 
Philadelphia 1, Pa. 
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favorable effects on the disease, but this was not very 
striking and resistance to kanamycin was rapidly ac- 
quired by the organism. 

Toxic effects observed thus far generally have been 
mild. Serious toxicity has been encountered only 
rarely. 

The major toxic effects are on the kidney and 
eighth cranial nerve. Hyaline and granular casts are 
seen frequently in the urine. The evidence indicates 
that renal functional impairment, usually mild in 
degree, occurs in more than 25 per cent of the pa- 
tients, involves both glomerular and tubular func- 
tions, and probably is wholly or largely reversible. 

Kanamycin thus appears to be a useful antibiotic 
for the treatment of certain troublesome bacterial 
infections. It should not be used in the treatment of 
pneumococcal, streptococcal, Brucella or other in- 
fections in which the results have not been alto- 
gether favorable and for which other more effective 
and less toxic agents are available. Its major toxic 
effects on the kidney and eighth cranial nerve can 
probably be minimized to a certain extent by some 
caution in its use. 

This monograph of numerous technical research 
projects using kanamycin cannot be recommended 
for everyday reading but is of great interest to those 
interested in antibiotic research and as a reference for 
clinicians interested in the many projects of research 
on the use of this new antibiotic kanamycin. 

—U. R. BRYNER, M.D. 


Fracture Surgery. 

By Henry Milch, M.D. and Robert A. Milch., M.D. 

Pp. 459. Price, $17.50. Harper & Brothers, New York, 1959. 
THE AUTHORS have devised a delightful presentation 
of the commoner fractures which may be seen in 
everyday practice. No attempt has been made to 
make this volume all inclusive, and therein lies one 
of its many excellent features. It is brilliantly pre- 
sented and profusely illustrated; so much so that the 
graphic representations of the situations described 
bring one almost to the point of the “manipulative 
correction” itself. The book proceeds in its develop- 
ment of the subject in-a logical and related fashion 
which establishes it as special ready reference work in 
skeletal derangements. 

I should like to make special reference to the 
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chapters on plaster of Paris application and regional 
anesthesia only because these are avenues which may 
all too often be taken for granted. 

Further, because of its concise presentations, the 
book is ideally suited as a “silent partner” in emer- 
gencies to all practitioners seeing and treating frac- 
tures. It is especially to be appreciated by the busy 
general practitioner, his intern and his resident. 

—A. E. RITT, M.D. 


Genetic Concept for the Origin of Cancer. 

Edited by Otto v St. Whitelock. Pp. 483. Price, $5. Annals 

of the New York Academy of Sciences, 1958. 

THIS BOOK contains a series of 29 technical papers 
given at a conference on the ““Genetic Concept for the 
Origin of Cancer’’ held and supported conjointly by 
the New York Academy of Sciences, The National 
Advisory Cancer Council, The National Institute of 
Health and the United States Public Health Service, 
at Bethesda, Md., October 25-26, 1957. 

In his opening remarks Leonell C. Strong said: 
“This monograph embodies three purposes: 

“1. To review the historic development of the 
genetic concept of the origin of cancer. 

“2. To introduce new observations on the genetics 
of cancer, and 

“3. To give an opportunity to other scientists 
using different techniques to report their findings 
in order to ascertain whether their discoveries are 
complementary or antagonistic to a genetic concept.” 
The role of genetics in the study of cancer is two- 
fold: 

1. To investigate the possibility of a host or con- 
stitutional influence on cancer susceptibility and 
cancer resistance, and 

2. To visualize the intrinsic or cellular changes, in 
contrast to the extrinsic or environmental influences, 
involved in the origin of the cancer cell from a somatic 
one. 

In chapter one Strong gives a complete historic re- 
view of the subject, in which he attempts to orient 
the problem of the genetic concept of the origin of 
cancer, to indicate the contributions that have a 
bearing upon it, and to point out the limitations of 
the experimental approach. 

The two chief fields that may be of interest are: 
(1) cytoplasmic inheritance and (2) mutations, 
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particularly in microbiology, the bacteriophage bac- 
teria and viruses. 

At least one fact that must be kept in mind is that 
a cytoplasmic component may be involved in the 
formation of the cancer cell and this, of course, ap- 
plies to the gene or chromosome. Whatever the 
mechanism within the cell that makes it cancerous, 
it must be a self-perpetuating, fairly permanent com- 
ponent that can duplicate almost indefinitely its 
specific effect upon the rest of the cancer cell as a unit 
by cell division. 

The field of mutation is an ever-expanding one. 
The oxygen effect on induced mutations is quite con- 
fusing. Even if a mutation is involved in the origin of 
cancer, the tumor certainly continues itself through 
cell division or mitosis and not by successive muta- 
tions. Here pathology has taught that the origin of 
cancer is an entirely different problem from its con- 
tinued growth. 

This monograph is specifically written for those in 
and interested in cancer research and is not easy 
reading for the practicing physician. 

—U. R. BRYNER, M.D. 


The Roots of Psychoanalysis and Psychotherapy. 
By S. A. Szurek, M.D. Pp. 121. Price, $4.25. Charles C 
Thomas, Springfield, Ill., 1958. 
THE PREFATORY NOTE of this book well explains the 
author’s purpose in writing it: “If it does not prove, 
for others, to be very useful in the clarification of the 
problem, it has been at least a stimulating exercise 
for the writer.” It was my feeling that in this one 
sentence we have the complete review of the book. 
The book is divided into three parts. The first part 
is very technical and most philosophical in its ap- 
proach, considering, namely, the problem between 
psychoanalysis and psychotherapy. The five relevant 
factors considered are (1) the nature or severity of 
the patient’s disorder, or both, (2) the skill of the 
analyst or therapist, (3) frequency of analytic or 
therapeutic sessions, (4) total number of sessions or 
duration of analytic therapy and (5) the factor, 
perhaps compounded from the first four but* still in- 
dependently discernible, which has been called ana- 
lytic or more generally the therapeutic situation. 
Part Two, which is the most valuable and in- 
teresting, is concerned with some aspects of the 
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classic psychoanalytic situation. The author evalu- 
ates the task of both analysand and analyst, con- 
sidering ego function and behavior in the reintegrative 
process. 

Finally, Part Three gets into the therapeutic situ- 
ation and is divided into three chapters which evalu- 
ate the problems and dangers of psychotherapy, a 
brief review of the technical issues and additional 
problems. 

In my opinion, this is not a book for the general 
practitioner’s library. Although Parts Two and Three 
would be of interest to read for general orientation, 
the rest would be of little if any interest to him and 
some sections are so technical that it would be im- 
possible to understand them without a background 
in psychoanalysis. —R. H. GWARTNEY, M.D. 


Growth and Development of Children. 

By E. H. Watson, M.D. and George H. Lowrey, M.D. 

Pp. 321. Price, $7.75. The Year Book Publishers, Inc., 

Chicago, 1958. 

THIs Is a third edition of a study that has been ex- 
ceptionally well received with many revisions and 
additions. In its coverage of the growth and develop- 
ment of children, the book considers hereditary and 
environmental factors, fetal growth and develop- 
ment, normal physical measurements, the premature 
child, behavior and personality, organ development, 
osseous development, role of the endocrine glands in 
normal growth and development, energy metabo- 
lism, nutrition in normal growth, facial growth and 
dentition and an outline of abnormal growth. 

The book is an excellent reference book for any- 
one who deals much with children—pediatrician, 
general practitioner, nutritionist, dentist. Illustra- 
tions are in black and white, are adequate and are 
readily followed. By the nature of the book, there 
are many charts, tables and graphs. I recommend it 
wholeheartedly. —NoORMAN R. BOOHER, M.D. 


Lipidoses, Diseases of the Intracellular Lipid Metabolism. 
8rd ed. By S. J. Thannhauser, M.D. Pp. 600. Price, 
$19.75. Grune & Stratton, Inc., New York, 1958. 

THIS BOOK contains a wealth of information about 

the xanthomatoses, other lipidoses forming a much 

smaller portion of the book. Clinical descriptions are 
extensive, and there are many illustrative cases re- 
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counted. There is no question that the emphasis on 
hyperlipemia and the xanthomatoses is justified, es- 
pecially in view of the vast research programs now in 
progress on these subjects. The subject is, however, a 
specialized one when treated in such detail. 

It is unfortunate that carelessness in the produc- 
tion of this book has resulted in an extraordinary 
amount of misspelling and poor grammar. These 
errors detract from an otherwise authoritative addi- 
tion to the physician’s library. 

—JOHN C. ROSE, M.D. 


Emotional Problems of Childhood. 

By Samuel Liebman, M.D. Pp. 176. Price, $5. J. B. Lip- 

pincott Company, Philadelphia, 1958. 

THIS BOOK was written from material used in a lecture 
Series, and each author was utilizing material that 
was to be practical and easily understood as well as 
useful in the physician’s office. It was to be directed 
to the general physician. It is that group who sees 
the very early emotional problems, and if they 
recognize and treat or refer early, many disastrous 
problems in adulthood would be avoided. 

There are nine chapters written by as many authors 
covering subjects like pregnancy and parent-child 
relationships, infancy problems, speech disorders, 
social maladjustments and misbehavior, puberty and 
Sex, parent guidance, juvenile delinquency, neuroses, 
and finally the emotional problems of the physically 
handicapped. 

Throughout the first eight chapters I felt the mate- 
tial was for psychologists and psychiatrists because 
bf the terminology peculiar to those fields. The 
Author seemed to assume that the reader was well 
versed in the discussion material and would know 
the plan of treatment. Nothing really specific was 
given except the intuitive feeling that one is inade- 
quate to treat and should therefore refer to specialists. 

The ninth chapter on the emotional problems of the 
physically handicapped was written by an orthopod 
who by case likenesses conveyed excellent, under- 
standable points and led one to a plan of attack and 
management. I received more helpful knowledge in 
this one paper than in any of the others. 

The second most helpful concerned the manage- 
ment of the neuroses of adolescence. While not en- 


tirely practical in nature it was enlightening in its 
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discussion and was not geared to the terms of psy- 
chologists entirely. 

It is my opinion that this is not a book the average 
general practitioner would want as a reference book, 
but one intensely interested in these subjects would 
enjoy reading it. I feel that it is not geared specifically 
to usefulness in the office of the general physician. 

— MARJORIE E. CONRAD, M.D. 


Amino Acids and Peptides with Antimetabolic Activity. 
Edited by G. E. W. Wolstenholme and C. M. O’Connor. 
Pp. 286. Price, $8.75. Little, Brown & Company, Boston, 
1959. 

THIs Is another volume in the excellent series spon- 

sored by the Ciba Foundation. Following their usual 

format, a limited number of papers is presented 
dealing with a specific theme, in this instance the 
antimetabolic and cytotoxic properties of some 
amino acids and peptides. Among the compounds 
considered are chloramphenicol, azaserine, actinomy- 
cin, sarcolysine, cyclic peptides and the nitrogen 
mustards. The possible use of some of these com- 
pounds, particularly sarcolysine and azaserine, as 
antitumor chemotherapeutic agents is considered 
principally from the viewpoint of the relation of 
structure to action. 

These reviews are of interest and of value to the 
specialist in these fields. — WALTER C. HEss. 


Don’t Worry About Your Heart. 

By Edward Weiss, M.D. Pp. 208. Price, $3.95. Random 

House, New York, 1959. 

IN THIS comprehensive volume the author fully dis- 
cusses the various phases of the psychosomatic as- 
pects of heart disease, both functional and organic. 
He breaks it down into a proper, well-organized out- 
line. 

It will be of great assistance if this book is 
available for those of us who council with heart 
patients, potential heart patients or those who think 
they have a cardiac condition. In many instances 
this book would be a suitable volume for more learned 
patients to have for their own reading. It has the 
format, type of paper and print of a best seller. 
There are no illustrations, but there is a world of 
material that each of us can use. It is material we 
all know very well but we do not have it organized 
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In Topical Infections, regardless of etiology, BETADINE OINTMENT destroys all pathogens 
present. BETADINE OINTMENT, a single topical agent, is a full-range pathogenicide— 
kills bacteria, fungi, protozoa, yeasts, and viruses on contact. Yet it is nonsensitizing, 
nonirritating, and nontoxic to normal skin tissue. 


BETADINE OINTMENT = topical pathogenicide « fully effective against resistant strains 
¢ destroys gram-positive and gram-negative organisms « kills fungi, protozoa, yeasts, 
viruses * no development of resistant strains on prolonged use »* provides protective 
barrier against invading pathogens ° nonsensitizing...relieves pain »* color indicates 
germicidal protection * applies easily ... may be bandaged. 


indications: primary and secondary skin infections including pyoderma, mycotic and 
bacterial infections, eczema, furunculosis, minor burns, as well as staph. aureus and 
pseudomonas infections. 


administration: apply liberally over affected area as often as needed, bandage if desired. 


supplied: one ounce tube. 


BETADINE OINTMENT 


(CONTAINS POVIDONE-I10DINE) 


TOPICAL PATHOGENICIDE ... KILLS PATHOGENS ON CONTACT 


established in 1905 Be TAILBY-NASON COMPANY, INC., DOVER, DELAWARE 
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Practitioner’s 
Bookshelf 


to present properly and that is the service this book 
gives us. For this reason I recommend it to the gen- 
eral practitioner who counsels with people regarding 
the heart. — HOLLAND T. JACKSON, M.D. 


The Merchants of Life. 

By Tom Mahoney. Pp. 266. Price, $3.75. Harper & 

Brothers, New York, 1959. 

You GET from this book an insight into the drama, 
achievement and magnitude of America’s pharma- 
ceutical manufacturing industry. By way of in- 
troduction, an outline is presented of the history of 
pharmacy. Next comes a discussion of characteristics 
of the industry—methods of manufacture, risks 
(principally risks of research), and changes during 
the past two decades. 

Then Science Writer Mahoney, chronicles the 
founding and growth of 19 firms. His accounts move 
well, and matters of fact and figures are laced with 
humorous, human commentary. 

Through biographic sketches of its V.I.P.s, past 
and present, you learn more about the industry whose 
products are “powdered, sifted, granulated, desicca- 
ted, percolated, macerated, distilled, sublimed, com- 
minuted, dissolved, precipitated, filtered, strained, 
expressed, clarified, crystallized, ignited, fused, 
calcined, torrified and deflagrated into powders, pills, 
wafers, capsules, ampules, extracts, tinctures, in- 
fusions, decoctions, syrups, cordials, essences, mag- 
mas, suppositories, tablets, troches, ointments, plas- 
ters, abstracts, liniments, collodions, cataplasms.. .”’ 

— DALE WHARTON 


A Manual on Cardiac Resuscitation. 

By Robert M. Hosler, M.D. Pp. 208. Price, $5.50. 

Charles C Thomas, Springfield, Ill., 1958. 

In 200 pages, this Manual on Cardiac Resuscitation 
gives not only a complete and practical coverage of 
the method of cardiac resuscitation, but also the phy- 
siology and pathology one should know and under- 
stand. 

Because this manual covers this entire field so com- 
pletely, and points out the pitfalls as well as what one 
should do, it should be read by every general practi- 
tioner whether or not he ever works in an operating 
room. —EARL C. VAN HORN, M.D. 
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... through new 
understanding of 
common diseases in 
your practice 
Just Published! New 2nd Edition 


McKusick HERITABLE DISORDERS 
OF CONNECTIVE TISSUE 


“Ganglingness,”’ mild tus excavatum, pigeon breast, kyph- 
® oscoliosis, flat feet—all are examples of omens heritable 
disorders which the generalist, and in particular the family 
physician, is in the best position to evaluate and treat. This 
new enlarged 2nd edition of Dr. Victor McKusick’s book can 
vide you with a clearer understanding of the clinical mani- 
estations for all five generalized and hereditary disorders of 
connective tissue—the Marfan syndrome, Ehlers-Danlos, Os- 
teogenesis imperfecta, pseudoxanthoma and the Hurler syn- 
drome and help you gain a new understanding of all diseases 
connective tissue including the various forms of arthritis 

and the collagen vascular group. 


By VICTOR A, McKUSICK, M.D., Associate Professdr of Medicine, Johns 
Hopkins University School of Medicine. Just published. 1959, 2nd edition, 
336 pages, 6%" x 10’, illustrated. About $10.00. 


Just Published! New 5th Edition 
Cressen-Beacham-Beacham 


SYNOPSIS OF GYNECOLOGY 


Completely revised, rearranged and rewritten from a fresh 
int of view, the new 5th edition of SYNOPSIS OF GYNE- 
LOGY provides up-to-date, clinical help for all your gyne- 
cology problems, Two new chapters have been added—one 
on endometriosis and the other on pregnancy complications. 
Twelve chapters were entirely rewritten to reflect many recent 
advances in therapy. 
By ROBERT JAMES CROSSEN, M.D.; DANIEL WINSTON BEACHAM, 
M.D.; and WOODARD DAVIS BEACHAM, M.D. Just published. 1959, 


Sth edition, 340 pages, 4%" x 7%", 106 illustrations, including 1 color 
plate. Price, $6.50. 


The @. Vv. Mosby Company Order on 10 Day 
jerhington Bovieward St. Louis 3, Missouri 4 | From 


The C. V. MOSBY 
3207 Washington Boulevard, St. Louis 3, Missouri 


Please send me on 10 day approval the book(s) checked below. 
| understand that if | am not completely satisfied | can return the 
beok(s) within 10 days with no charge or obligation. If remittance 
is enclosed, publisher pays the mailing charges. 


O McKusick, HERITABLE DISORDERS OF CONNECTIVE TISSUE. 
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DECABAMATE links the action of DECADRON® 
the most potent and effective of the antiallergic 
steroids, with the most widely accepted 

and well tolerated of the muscle-relaxant 
tranquilizers, meprobamate . . . 

By treating more of the patient more effectively, 
DECABAMATE can often make the difference 
between disability and employability in many 
asthmatic and other a‘lergic conditions. 


Dosage Range: One or two tablets ti.d. or q.i.d. 


Supplied: As scored yellow tablets providing 0.25 mg. 
DECADRON plus 200 mg. meprobamate; bottles of 100. 


Additional information on DECABAMATE is available to the 
physician on request. 


t Asthma, allergic rhinitis, serum sickness, 
drug sensitivity, and laryngeal edema. 


* DECABAMATE and DECADRON 
are trademarks of Merck & Co., INC. 


Ss MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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AN ACADEMY OFFICER’S PROFILE... 


Director with Publication Talent 


A NEW ENGLAND school physician and general 
practitioner with a talent for publications work 
is an apt description of Academy Board Member 
Daniel M. Rogers of Wenham, Mass. 

Dr. Rogers, elected to the Board in San 
Francisco, is serving his second consecutive term 
as editor of Abstracts. This year also marks 
his sixth year on the Publication Committee 
of GP, and the second year as its chairman. 

Dr. Rogers has also been an active member 
of his state chapter from practically the moment 
he joined the Academy in 1949. He has served 
as state treasurer for five years, delegate for 
four years, state president, member of the board 
of directors and chairman of various committees. 

There is an international flavor in Dr. Rogers’ 
background. He was born on February 4, 1909, 
in Adana, Turkey, of missionary parents and 
grandparents. His father, D. Miner Rogers, was 
killed in a massacre when Dr. Rogers was an 
infant; his mother, Mary Christie Rogers, later 
married Dr. William Nute. 

The land of his birth called Dr. Rogers when 
he was graduated from Salisbury School in Con- 
necticut. He then rejoined his family in Turkey 
for a year where he taught general science and 
English in the mission high school in Tarsus. 

But this was only an interlude in his medical 
career for he shortly returned to the States, en- 
tered the University of Michigan. He then went 
on to Harvard Medical School. Following a one- 
year rotating internship at the Beverly (Massa- 
chusetts) Hospital, Dr. Rogers returned to Tur- 
key, but this time with his bride—Miss Clarinda 
Moser, whom he married in 1937—the daughter 
of a Connecticut general practitioner. 

It is a long jump from Turkey to a general 
practice in a New England town but Dr. Rogers 
came by this, following his Turkey visit, by way 
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of an internship in the Children’s Service at 
Massachusetts General Hospital. The Rogerses 
settled in Clinton, N. Y. where he began his 
general practice. Dr. Rogers was also able to 
inaugurate a school physician system there his 
first year. He has been a school physician ever 
since—for 20 years—in one or more schools. 

Currently Dr. Rogers is a school physician in 
Wenham, where the family moved in 1945 to 
escape the Clinton climate. He is on the staff of 
Beverly Hospital and has a solo practice. 

Active in organizational work, Dr. Rogers isdi- 
rector of the North Shore Heart Association, mem- 
ber of the Publications Committee of the American 
Heart Association, member of the Massachusetts 
Blue Shield Fee Committee, and a member of the 
professional education and welfare committees of 
the district medical society. 

Civicly, he is chairman of the Wenham Board 
of Health (for 12 years), chairman of the local 
OCD Health and Safety Committee, a member of 
the Health and Safety Committee of the North 
Shore Council, member of the Boy Scouts, and 
a deacon of the First Church in Wenham 
(Congregational) since his arrival in the town. 

All this activity leaves little time for Dr. Rogers 
to join his family—they have three children, 
Rosemary, 18, Daniel, Jr., 16 and Timothy, 11— 
for his hobbies which include sailing the family’s 
15-foot sloop, camping, golf and nature study. 

Dr. Rogers gives perhaps the best explana- 
tion for his activity-filled life when he says, “My 
only interest in organizational work springs from 
a strong social conscience and a desire to see the 
practice of medicine reinvested with a degree of 
idealism which, it seems to me, has been waning 
for a good many years. This entails a continuing 
elevation of the standard of medical competence 
for general practitioners, and just as important, 
a closer adherence to the Hippocratic principles 
of practice which are becoming engulfed in 4 
wave of materialism and selfish aims.” 
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wnosis Stressed at Third Annual Infectious Disease Symposium 


PHASIS was on diagnosis during the September 
n §Symposium on Infectious Diseases which was 
0 [ntly sponsored by the Academy and the Univer- 
f fyof Kansas School of Medicine. 
. he importance of early diagnosis. was repeated 
- fhhin and again to the 410 physicians who gathered 
- Kansas University Medical Center, Kansas City, 
n n 
S Not even early-morning showers dampened en- 
€ fisiasm for the presentations which included a 
f [tional first—the introduction of fluorescent anti- 
ly diagnostic methods to a group of physicians. 
1 Pthis technique is just now coming into the spot- 
| Bit although its originator, Dr. Albert H. Coons, 
f fhounced in 1941 at Harvard Medical School that 
h flowing “tail light’? could be attached to anti- 
1 Biies by means of fluorescent dye, thus making 
we tiny particles visible under a special ultra- 
let microscope. 
’ This was the beginning of what has been called 
’ of the major original inventions in medical 
ences during the past 20 years. Since then the 
thnique has spread to research laboratories in 
parts of the world. 
Recently, the U. S. Secretary of Health, Educa- 
hand Welfare announced that the fluorescent 
‘ nique would be used in diagnosing a variety 
infectious diseases at its own installations. 
Thus one of the best authorities in the field, Dr. 
y les C. Shepard, medical director of the Com- 
ticable Disease Center, Montgomery, Ala., pre- 
ted the technique to the Kansas City symposium 
» fBtience, 
Shepard reported that the procedures are 
Hin the. developmental stage as regards their 
tine use in any diagnostic laboratory. As the 
hods develop, however, he stressed that it is 
portant for a clinician to be familiar with the 
Mciples involved. 
He expressed doubt that the technique would 


KU-AAGP Program Brings Doctors First Look at Fluorescent Antibody Technique 


ever be used in the individual physician’s office 
since not enough antigens would be available to 
carry out the procedure. It is expected that the 
technique will be confined to larger laboratories 
such as those of the respective states, ones that can 
be utilized by the physician to some extent. 

By the use of colored slides, Dr. Shepard demon- 
strated how immuno-fluorescent methods have been | 
used to diagnose infectious disease by detection of aes 
the disease agent (or its antigen) in clinical speci- Ps 
mens. 

Leading off the day’s presentations was Dr. 
Mark H. Lepper, University of Illinois, Chicago, 
who also stressed the importance of diagnosis as 
well as the treatment of meningitis. Pin-pointing 
the urgency of early and correct diagnosis, Dr. | 
Lepper pointed out that if a patient with menin- 
gitis lives for 24 hours, his recovery is almost | 

He admitted that diagnosis is complicated since 
there has been a large increase in the number of | 
etiologic agents that can be diagnosed for menin- 
gitis. Most of these are viruses and cause the 
clinical picture formerly known as aseptic menin- 
gitis. Because of the urgency, treatment must be 


Continuing Education—The Third Annual Symposium on 
Infectious Diseases. 
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Presiding Officer——Dr. 
Garra Lester, Chautau- 
qua, N. Y., presided at 
the morning session, 
held in KU Medical 
Center’s Battenfeld 
Auditorium. 


Official Welcome — Academy 
President Fount Richardson, 
Fayetteville, Ark., (left) who 
extended official greetings to 
the audience, is shown welcom- 
ing Dr. Lepper, the opening 
speaker. 


Program Sponsors—The success of the Third Annual Sym- 
posium on Infectious Diseases was due to the careful plan- 
ning and close cooperation of the Academy, Kansas Univer- 
sity and Lederle Laboratories. Representatives of these 
organizations are, left to right: Dr. Mahlon Delp, professor 
of medicine and chairman, Kansas University Department 
of Postgraduate Medical Education; Dr. Garra Lester, 
chairman of the Academy’s Committee on Scientific As- 
sembly; Academy Member Jesse Rising, associate professor 
of medicine and pharmacology and postgraduate medicine, 
KU Medical Center; and Mr. Gerald Egelston, manager of 
Lederle Laboratories’ educational services. 


a 

Morning Speakers—Questions on diagnosis and treatment 
were answered by a panel composed of three morning speak- 
ers. Left to right are Dr. Lowell A. Rantz, Stanford Uni- 
versity, San Francisco; Dr. Mark H. Lepper, University of 
Illinois, Chicago; and Dr. Irving Kass, University of Colo- 
rado, Denver. 


Registration—More than 410 Academy members and other 
physicians attended the symposium. All Academy regis- 
trants received six hours of Category I credit. 


based on the clinical picture, the spinal fluid fiy 
ings and the bacteriologic smear. 

The treatment of choice may be either a specif 
therapy or a wide spectrum depending upon t 
specified etiology—-meningococcic meningitis, pne 
mococcic meningitis or H. influenza. 


exc 


Another speaker, Dr. Lowell A. Rantz of Stg | 


ford University, urged careful diagnosis in his dj 
cussion of urinary infections. He pointed out the 


is increased interest in this disease, as well thempy. 


might be, considering that except for respiratoy 


disease, urinary infection is the most common di 


ease in this country. 

Dr. Rantz said the diabetic is specifically gy 
ceptible to this disease and it is more pronouneg 
in the female. As for diagnostic procedure, } 
warned that catheterization of the female is hazard 
ous and suggested that quantitative methods aj 
more significant. 

The third morning speaker was Dr. Irving Kas 


' University of Colorado, Denver, who was returi 


ing to Kansas, his alma mater (B.S., M.S., MD. 


The audience, which included some of his old pram 


fessors, heard him explain the increased incideng 


of staphylococcic pneumonia. He attributed it 


failure to diagnose and treat properly. 

Dr. Kass said that in vitro studies on typi 
tubercle bacilli clearly indicate that they can} 
resistant to the antimicrobial agents even bef 
they are used. It is for this reason that adequal 


combined chemotherapy is used in the initial trea 


ment of pulmonary tuberculosis. 
Likewise, he pointed out that until tube dilutio 
penicillin susceptibility tests are used, one shoul 


a 

Back to KU—Dr. Robert Wel 
(left), assistant professor 
medicine and microbiology, Ku 
MC, welcomes KU Gradua 
Irving Kass, a morning speake 


New Methods—High- 
light of the sympo- 
sium was the intro- 
duction of fluorescent 
antibody diagnostic 
methods by Dr. 
Charles C. Shepard, 
USPHS Communi- 
cable Disease Center, 
Montgomery, Ala. 


Coffee Break—KU’s Dr. C.4 
Francisco Lounge was filled f 
both coffee breaks. Lederle ¢ 
KU were the hosts. 
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exclude the use of intensive penicillin treat- 
mt in the management of pulmonary staphylo- 
iffic infections. 

inlike some diseases, the diagnosis of subacute 
pneadens endocarditis caused by nonhemolytic strep- 
mci is usually easy (except in negative blood 
res), Dr. Morton Hamburger, University of 
innati, pointed out in his presentation on sub- 
te and acute bacterial endocarditis. 

Wir, Hamburger said that happily penicillin has 
wed the course of subacute bacterial endocar- 
is, Mortality from this disease has been reduced 
m 100 per cent to 5 per cent. 

in the other hand, acute endocarditis is usually 
ed by staphylococcus aureus, simulates num- 
is other infections (influenza and polio) at its 
azar@aet and may be fatal within days or weeks. He 
is alg its treatment is still often unsatisfactory and 
tality is high. 

#0r. Hamburger named vancomycin, among the 
sr drugs, as having saved the lives of a number 
such patients. Generally, penicillin is the treat- 
mt of choice. Dr. Hamburger said they have ex- 
imented giving penicillin by mouth to avoid the 
pleasantness of repeated shots. 

The last of the presentations was given by Dr. 
fred S. Evans, University of Wisconsin, who 
an Wimed out to be as humorous as the title of his 
eformik, “Wheezes, Sneezes and Other Diseases.” 
qualin a serious vein, Dr. Evans said that despite 
trealiMiting and encouraging leads into the cause of 
common cold and allied infections, we must face 
utio= sobering fact that at present over 80 per cent 
houl@#respiratory illnesses are of unknown causes. 
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Wernoon Panel—Listening to a question from the audience 

(left to right) afternoon speakers, Dr. Charles C. Shep- 

USPHS Communicable Disease Center, Montgomery, 

; Dr. Morton Hamburger, University of Cincinnati, 

ati, O., and Dr. Alfred S. Evans, University of Wis- 
mm, Madison, Wis. 


Break—Academy members enjoyed luncheon in the 
cafeteria, found the hour a good time to review the 
ing lectures. 
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Another sobering fact concerns bacterial infec- 
tions. These are due almost exclusively to hemo- 
lytic streptococci which cause less than 10 per cent 
of severe respiratory illness and less than 5 per 
cent of mild illness and yet are the only infections 
responding to antibiotic therapy, Dr. Evans said. 

He added that while some studies and trials are 
being made, there is no vaccine effective against 
the commen respiratory syndrome at the present 
time. 

During his studies in the field of preventive med- 
icine, Dr. Evans said he has found that infectious 
mononucleosis accounts for 20 per cent of the hos- 
pitalized students. 

Following both the morning and afternoon in- 
dividual presentations, one-and-a-quarter hour 
panel discussions were held with Dr. Robert W. 
Weber of the University of Kansas School of Med- 
icine presiding. 

Dr. Weber has handled this part of the program 
for three years, and again his terse questioning 
made these discussions outstanding parts of the 
symposium. 

Academy President Fount Richardson extended 
the Academy’s official weleome. Dr. Garra L. Les- 
ter, chairman of the Academy’s Committee on 
Scientific Assembly, presided at the morning ses- 
sion. His vice chairman, Dr. Walter W. Sackett, 
Jr., was the afternoon presiding officer. 

' All Academy registrants received six hours of 
Category I credit for attendance. The symposium 
was made possib!e through a grant from and with 
the cooperation of Lederle Laboratories, Pearl 
River, N. Y. 
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On the Afternoon Team —Dr. Walter W. Sackett, Jr., 
(right) Miami, Fla., vice chairman of the Academy’s Com- 
mittee on Scientific Assembly, welcomed Dr. Alfred S. 
Evans, University of Wisconsin, Madison, Wis., whose paper 
on “Wheezes, Sneezes and Other Diseases” provided a spark 
of levity. 


Shop Talk—Breaktime found (left to right) Dr. Rantz, Dr. 
Morton Hamburger, Cincinnati, Ohio, Dr. Lepper and Dr. 
Weber discussing problems of diagnosis. 
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Official Gathering—Wives of members of the Academy's Luncheon for the Ladies—While their husbands studied 
Board of Directors were among the Lederle guests. Shown KU Medical Center, the ladies were feted by Lederle 
clockwise, lower left, are: Mrs. Herbert W. Salter, Cleve- oratories at a luncheon at the Hotel Muehlebach. 
land, Ohio; Mrs. Carroll L. Witten, Louisville, Ky.; 

Mrs. Mac F. Cahal, Kansas City, Mo.; Mrs. Holland T. 
Jackson, Ft. Worth, Tex.; Mrs. Floyd C. Bratt, Rochester, 


N.Y.; Mrs. M. C. Wiginton, Hammond, La.; and Mrs. John 
Paui Lindsay, Nashville, Tenn. 


Package Presentation—Hallmark gift wrap stylist Kaye King > 
(left), who demonstrated unusual ways to wrap packages, shows 
one of the finished products to Mrs. Floyd Bratt. 


Hose Par Excellent the sumposinn, Lederle | 
abo tar hosted reeeption for A AG nd KU phy-| = 7 
le 
re 
. led ic 
‘Fic 
ils, 
Th 


MAC Unlimited” Arrived with Useful, 


ital Data for Its 157 Passengers 


(RE WERE 157 passengers aboard this year’s 
m Unlimited, setting a State Officers’ Confer- 
= attendance record. 
mmder the expert engineering of Pr. Carroll 
memen and his committee, the SOC Express kept 
meeecnedule and made its September 26 and 27 
as right on time in Kansas City’s Hotel Muehle- 
i. Occasionally, the train’s bell warned that it 
i boarding time, causing some passengers to 
Sumeene program encompassed chapter office opera- 
(Conductor’s Job), chapter communications 
Dispatcher’s Job), undergraduate, graduate and 
migraduate education (Training Trainmen), hos- 
Sees (Repair Shop), legislation and public policy 
Seeemoker) and pension plans and insurance (Re- 
fement) . 
Three discussion groups (Roundhouse Sessions) 
jeeved small, medium and large chapters to dis- 
imiss common problems in their respective groups. 


we consensus following this innovation was that 
§ Roundhouse Sessions answered the needs of 
hy of the chapters. 
The Sunday morning session on legislation re- 
uled that it’s now up to physicians to stem the 
ve of socialism, and that by taking a hand in 
Bb litics the hard battle can be fought and won. 
Semmexpert advice and information came from three 
mae’ Speakers—Mr. Warren Whyte of the AMA 
meee! Department in Chicago, Mr. James Foristel, 
See of the AMA Washington Office, and the Hon- 
ole Tom Curtis, the lone Republican Congress- 
from Missouri. 
Samer. Whyte, pinch-hitting for Mr. C. Joseph 
+ | mtler, the scheduled speaker who could not attend 
meee euse Of illness, spoke on current legislative is- 
Sau. He said that 1,000 of the 14,000 bills pre- 
ited in this year’s Congress were related to 
vicine and health. Of these, 595 warranted 
7 ion by the AMA Legislative Activities. In final 
on, he reported that the AMA supported 19 
8, while opposing only one—the Forand Bill. 
This is proof, Mr. Whyte pointed out, that medi- 
me is taking positive action, despite its adver- 
fies’ claim to the contrary. 
& for the key health measure that did pass—the 
feributory insurance plan for federal employees 
the AMA played a supporting role. 
Mr. Whyte mentioned the status of other 


measures, like Keogh-Simpson, which will vitally 
affect the profession. He feels that this bill will 
be passed next session. 

Mr. Whyte asked for vigilance on the Forand 
Bill since it is sure to become a political issue next 
year. He stressed it is necessary to elect the people 
who will protect the country against this socialistic 
trend. In so doing he warned against presidential 
aspirants—Kennedy, Humphrey, Stevenson and 
probably Lyndon Johnson and Rockefeller. 

The means of influencing legislation was Mr. 
Foristel’s topic. He feels the most important in- : 
fluence comes from the grass roots, not the lobbies. 
His advice: Become active in politics, contribute _—T 
financially, write letters, get to know prospective 
candidates as well as the office holders, attend 
rallies and get out and vote. 

If members of the health team (physicians, their 


AAGP Unlimited—Keeping the SOC Express on the right 
track were committee members (left to right): Dr. Carroll 
B. Andrews, Sonoma, Calif.; Dr. Richard P. Bellaire, Sa- 
ranac Lake, N.Y.; Chairman Carroll L. Witten, Louisville, |& 
Ky.; Advisor Donald C. Jackson, Austin, Tex.; and AAGP | 
Director Paul S. Read, Omaha, Neb. 


All Aboard—Registrants included 147 chapter representa- 
tives, three guest speakers and seven guest physicians. 
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Smoker—Steps being taken to prevent government control 
of medicine were outlined by (left to right): Mr. Warren 
Whyte, AMA Legal Division; the Honorable Tom Curtis, 
Congressman from Missouri; Mr. James W. Foristel, AMA 
Washington office; and AAGP Director John Paul Lindsay, 
pinch-hitting for Moderator Paul S. Read, who was ill. 


Conductor’s Job—Chapter office operations were covered 
by (left to right): Mrs. Helen Lear, Louisiana executive 
secretary; Mr. Charles G. Dosch, Indiana executive secre- 
tary; Moderator Carroll Witten; Mr. Marshall Brainard, 
Florida executive secretary; Dr. James A. Blake, Minnesota 
executive secretary; and Mr. Charles E. Nyberg, assistant 
director, AAGP headquarters staff. 


Dispatcher’s Job—Communications problems were discussed 
by (left to right): Dr. Seigle W. Parks, Fairmont, W. Va.; 
Moderator Don Jackson; AAGP Director John Paul Lind- 
say, Nashville, Tenn.; and Mr. William W. Rogers, Cali- 
fornia executive secretary. 


Repair Shop — Hospital problems in small, medium and 
metropolitan areas were enumerated by (left to right): 
Dr. Julius Michaelson, Foley, Ala.; Moderator Richard P. 
Bellaire; Dr. Charles E. Martin, Ferguson, Mo.; and Dr. 
Arthur V. Dudley, Jr., Tucson, Ariz. 


families and health assistants), each influenced aMNow 
many as 80 voters, Mr. Foristel, an expert in thir bt 
matter, says the election tide could be turned. ndi 

Congressman Curtis, ranking Republican on thiie’s 
House Ways and Means Committee which now j 
directing a hearing on medical and health cost 
assured his audience that he is just as opposed 
socialism as is the medical profession. 

The root of the trouble, he pointed out, lies wit 
the Neo-Federalists (New Dealers) who are stj 
promoting the role of federal government throug 
the guise of fear of Russia and the need to fig 
indigency, disease and rising costs. From the va 
ous polls, Congressman Curtis says they have beegm 
successful in selling this to the people. 

The one hopeful note is that the taxpayers a 
getting tired of the philosophy of tax and tax angi pt 
spend and spend. Heretofore many Americangmidica 
looked upon any federal expenditure as being ofmase 
some benefit to them, inasmuch as they were nome co: 
the ones who paid for it, the congressmar notedy 
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Training Trainmen—The general practitioner’s educatio of 
undergraduate, graduate and postgraduate—was the topiq@mtativ 
of (left to right): Dr. John C. Smith, Cicero, Ill.; Moderatogitsons 
Carroll Andrews; Dr. Robert F. Purtell, Milwaukee, Wis.@arroll 
and Dr. William Shaw, Fayette, Mo. side: 
wati, 
« Flagman — Long-windes 
speakers found Headqua 
ters flagman, Georg 
Lamb, ready to keept 
SOC Express on 
The 450-pound solid 07a 
bell, rescued from thet 
steam locomotive to pows 
the “Firefly,” crack 
of the Frisco Line, prov 
too much for even 
most eager orator. 


Fuel Stop—Chapter representatives continued their dist 
sion at the Saturday luncheon. 
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Now that these people are helping to bear the 
‘mr burden, they are more cautious on federal 
nding and should be more receptive to medi- 
¥s debate on the merits and demerits of federal 
nding in the health area. 

a@congressman Curtis said that he and the medi- 
jprofession have always recognized the necessity 
helping the poor and of being strong against all 
essors. But, these problems should not be 
sped in with the health problem. Each problem 
st be solved unto itself. 

fle said-medicine needs to tell its story, because 
Neo-Federalists have done a good job of mak- 
mthe profession look very bad in the eyes of the 
age man. 

foncluded Congressman Curtis, “The question 
ang public should be asking themselves about 
‘anamalical costs is not the question of what the in- 


Roundhouse Sessions—A new SOC feature called for the 
grouping of state officers according to chapter membership. 
In these sessions, chapter officers discussed local problems. 


tased cost is, but, is what they are getting worth Dr. Richard Bellaire was in charge of the small chapters; 
cost?” Dr. Carroll Andrews led discussions among medium-sized 

(For additional coverage see page 281.) chapters; and Dr. John Paul Lindsay was chairman of the 
large chapters. At the close of these sessions, a summary 
of each group’s discussion was presented, 


of the Line—The New York chapter, with six repre- 
atives, won the attendance award, based on number of 
ons present times the miles traveled. Chief Conductor 
urroll Witten, left, presents the gold spike to New York 
ident G. A. Galvin. California took second place and 
waii, third. 


«Overseas Ex- 
press — Dr. 
Ralph Lum, Jr., 
(left) Santurce, 
Puerto Rico, and 
Dr. Edmund L. 
Lee, Honolulu, 
Hawaii, vied for 

the distinction of 

having traveled 


a 
tirement — AAGP Di- The Golden Spike — Mrs. 
or Herbert W. Salter, Louise Greiner, Virginia 
wveland, Ohio, chairman executive secretary, was 
} the Academy’s Com- awarded one of the SOC 
mumeeee on Insurance, out- golden spikes for the best. 
meee the proposed retire- question from the audience 
wet and annuity pro- during a discussion period. 
» 800n to be available Moderator Carroll Andrews 
members. made the presentation. 


ter Stop— Preceding the banquet, chapter representatives > 
“4 guests at a cocktail-reception given by Mr. A. W. Brecken- 
A Mp, administrator of the AAGP Group Disability Insurance 
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Unlimited Success—The annual SOC banquet on Saturday Dining Car—Chief Couductor Carroll Witten and other di, 

evening, with Master of Ceremonies Carroll Witten and the nitaries of the State Officers’ Conference are shown at t 

Greene County Boys providing medically-flavored enter- head table. Left to right are: Executive Director Mac } 

tainment, proved to be a real success. Cahal, Mrs. Cahal, Treasurer Albert E. Ritt, Mrs. Floyd 
Bratt, Board Chairman Bratt, SOC Chairman Carroll 

Dinner Guests Roar with Medical > i fis Witten, Mrs. Witten, and SOC Committee Members Carre 

Hit Parade—Dr. James T. Brown, - B. Andrews, Donald C. Jackson and Richard P. Bellaire 

originator of the lyrics for the mE Another committee member, Dr. Paul Read, was ill and » 

Greene County Boys’ renditions, . ‘ able to attend the remainder of the conference. 

was MC for the show which enter- ‘ 

tained the 1959 SOC dinner audi- 


The Four Suppositories—Otherwise known as a quartet 
Dr. Harold H. Lurie, (left te right) Dr. Gose, Dr. Fred 
Coller and Dr. F. T. H’Doubler, had the audience in stitd 


a 

Surgeon’s Dilemma— 
Dr. Charles E. Lock- 
hart, sporting sur- 
geon’s garb and a fine 
tenor voice, delighted 
Academy members 
with his barbs. 


Full Ozark Twang— 

Despite the Ozark a 

twang and resounding a 

harmony, everyone se SOC Conductor Gets High A Kentucky Colonel, 5 
knew that Dr. Brown ae Ball—AAGP Director John Executive Director Mac F 
(left) and his Spring- i. Milligan (left), represent- Cahal is now a K 
field colleague, Dr: ing the state of Washing- colonel through the efforts 
Don F. Gose, were 3 f ton, presented a “high ball” . of the Kentucky chapter 
singing about hemor- SPP ss gimmick to SOC Conductor Dr. Witten made the p@ 
rhoids. Witten. entation. 
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“SOC Covers Insurance, Education, Hospitals and Chapter Problems 


Just before the SOC Express pulled out on Sun- 
day, Dr. Herbert W. Salter, chairman of the 
Academy’s Committee on Insurance, gave a 
progress report on all of its present programs— 
Disability, Dismemberment and Accidental 
Death, Catastrophic and Family Plan, Practice 
Overhead, Malpractice, and Group Life Insur- 
ance. 

His key report was on the new Retirement and 
Annuity Program which will get underway just as 
soon as the Securities and Exchange Commission 
gives approval to the prospectus for the AAGP’s 
hewly-established mutual funds program. 

Dr. Salter explained the various ways in which 
@ member can utilize and combine annuity with 
Mutual funds under this plan. 

The Saturday program was devoted entirely to 
Sate chapter office problems, procedures and 
projects, and to educational and hospital prob- 
lems of the individual physician. 

For the discussion on chapter office operations, 
there were five speakers—four executive secre- 
taries, and Mr. Charles Nyberg, assistant director 
of Academy Headquarters. The executive secre- 
taries were: Charles G. Dosch of Indiana, Mar- 
shall Brainard of Florida, Mrs. Helen Lear of 
Louisiana and Dr. James A. Blake of Minnesota. 

Speaking on membership enrollment and re- 
cruitment, Mr. Dosch said that personal contact 
is the best recruiting method. 

In order to do the best job, he stressed that the 
State membership chairman and secretary must 


fee keep well informed on all Academy affairs so that 


all prospective members’ questions can be an- 
ewered to the best advantage. 

i Mr. Dosch said that the future general prac- 
Hitioner must be approached early. Contact can 
be made by talking to medical school classes, by 
és: blishing a General Practice Department 
an‘! by offering subscriptions to GP. 
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For the older physician, make special effort in 
those districts in which hospital rights and privi- 
leges of the general practitioner are threatened. 

Handling transfers, changes of status and ad- 
dress were covered by Mr. Brainard. Basing his 
presentation on the system he has used so suc- 
cessfully in Florida, he said the most important 
single tool is the Notice of Change in Membership 
Status Form which is provided by national head- 
quarters. This form, recently revised, will incor- 
porate almost any change of status information. 

Mr. Brainard mentioned the way in which a 
transfer is handled and then proceeded to explain 
his state’s methods of keeping records on each of 
its members. Besides the master file, Florida 
maintains a “ready-reference file’ which holds 
forms that are made out in quadruplet. These four 
copies are then distributed to (1) reference files, 
(2) letter shop which maintains addressograph 
plates, (3) loca] chapters (4) special file for use 
by officers and committee heads. 

The third speaker, Mrs. Lear, presented a well- 
organized system for the reporting of postgradu- 
ate study and re-election. To avoid being con- 
fronted by irate members waving ‘‘condemnation 
papers,” Mrs. Lear suggested that doctors be 
urged to report annually on their credits. As a 
reminder, the Louisiana chapter sends each mem- 
ber an annual study sheet which is enclosed each 
year with the chapter’s November publication. 

In addition, she suggested that it is advisable to 
set up a registration desk at non-Academy meet- 
ings and to request medical schools to send a list 
of Academy members who attend courses. 

Dr. Blake’s discussion of collection of dues 
shows why 85 per cent of the Minnesota mem- 
bers are paid up within 60 days of the first notice. 

He says a complete alphabetical list of mem- 
bers is prepared from the Minnesota files before 
statements arrive from Kansas City. Upon ar- 
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THE HOUSE-CALL ANTIBIOTIC 


= Reassuring wide range of action when culture and sensitivity tests are impractical 
= E'ffectiveness demonstrated by its use in more than 6,000,000 patients 
since introduction of original product (Signemycin®) 


COSA-SIGNEMYCIN 


Capsules Oral Suspension Pediatric Drops : 
125 mg., 250 mg. raspberry flavored, 2 oz. bottle, 125 mg. raspberry flavored, 10 cc. bottle (with calibrated 
per teaspoonful (5 cc.) dropper), 5 mg. per drop (100 mg. per cc.) 


Bibliography and professional information booklet _heing™ 
On COSA-SIGNEMYCIN available on request. Pfizer) Seience for the world’s well = 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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Sval, the statements are checked against the 
Minnesota list for any discrepancies before they 
are mailed out. 

Second and third reminders go on March 1 and 
wily 1, respectively, and a final January 2 notice 
memarns them they have just 30 days to reply or be 
expelled. 

i Completing this part of the program, Mr. Ny- 
berg spoke on automation in the office. He pointed 
Sut that the equipment must be needed and used 


men a full-time daily basis to justify the cost of 


some electronic equipment. 

He said that systematic processing of records 
mith automatic machines not only will reduce 
Sosts, but will provide for better management 
fontrol. But, he reminded his audience that new 
Machines. will not in themselves solve routine 
fecord and bookkeeping problems. Over-applica- 
fon of automatic equipment will increase costs 
mand personnel. 
the Saturday morning program closed with 
fiscussions on chapter communications presented 
by Dr. Seigle W. Parks, Fairmont, W. Va.; Dr. 
John P. Lindsay, Nashville, Tenn. and William 
Mumhogers, executive secretary of the California 

chapter. 

As for methods of communications with mem- 
fers, Dr. Parks admitted that person-to-person 
fontact is best, but that this is not always pos- 
Bble. Good communications may be maintained 
through personal writing, conferences, committee 
meetings, news bulletins, surveys, organizational 
charts and brainstorming. 

He concluded, that although personal contact 
is best, each chapter must develop all methods 
of communications. 

The purpose of chapter communications was 
the topic of Board Director Lindsay. He stated 
that a chapter publication serves as a means of 
tommunication within a state, but its purposes, 
size and format may vary with the size of chapter. 

Basically he feels that it should: 

(1) provide information concerning chapter 
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philosophy, plans and activities that members 
can’t obtain elsewhere. 

(2) re-emphasize items available from other 
sources, as it applies to the respective chapter. 

(8) provide opportunity for entire profession 
and others in the state to learn about AAGP 
activities. 

The final portion of this session was devoted to 
the topic of improving chapter publications. Mr. 
Rogers centered his comments on content. His 
impression is that the content of most chapter 
publications leaves much to be desired. In deter- 
mining what should be published, he suggests 
that the following questions be answered: “‘Is it 
really worth reading’? ‘“‘What is it accomplish- 
ing’? and “Is it easy and fast to read’’? 

From a survey recently completed on the Cali- 
fornia publication, he said it might be advisable 
to cut the number of issues to six. In any case, 
Mr. Rogers stressed quality instead of quantity 
and suggested that some chapters might be better 
off with newsletters than with printed publica- 
tions. 

The opening Saturday afternoon session was 
devoted to educational training. Dr. Robert F. 
Purtell of Milwaukee, Wis., who has been in the 
educational field for many years, said that one 
cannot expect much change in the medical cur- 
riculum. 

Speaking on preparing the medical student for 
general practice, Dr. Purtell took issue with the 
definition of a general practitioner given in the 
report of the Committee on the Preparation for 
General Practice. Since this definition has been 
accepted by the AMA as well as the Association 
of American Medical Colleges, he feels that the 
general practitioner is not going to gain much 
ground. 

With the exception of a few medical schools, 
he feels there is no place on most of the faculties 
for general practitioners. In such a climate, he 
concluded it is very difficult to interest the stu- 
dent in general practice. 
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Tetracycline Phosphate Complex (TETREX® ) 


U.S. PAT. NO. 2,791,608 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 


will then be at hand. 
Choosing the Antibiotic 


Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococci, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about 1 to 2 per cent of pneumonia cases on the 
average,’ these are apt to be acute and fulminating 
(Friedlander’s pneumonia), with a high mortality 
rate if not effectively treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedlander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 


ited spectrum, also causes many minor and some 
serious sensitivity reactions. In a recent survey? it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.* 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin :ashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient, antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)> 


Streptococcus ; Staphylococcus ; Pneumococcus ; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; K. 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Goodman, L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. I., and 
Boeckman, B. B.: Severe reactions to antibiotics. A nationwide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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In discussing graduate preparation for general 
practice, Dr. William Shaw, an Academy repre- 
sentative on the AMA’s Residency Review Com- 
mittee, emphasized the Academy viewpoint that 
a one-year internship is not enough. 

Since general practice residencies became avail- 
able in 1950, he said the AAGP Commission on 
Education has made recommendations as to what 
these residencies should include. General improve- 
ment nas been shown in the number of residencies 
that have been filled. However, many still need 
to be improved. 

Dr. Shaw pointed out that in 1954 the AAGP 
recommended a two-year residency. This year in 
Atlantic City the AMA endorsed a minimum of 
two years of formal training. 

Completing the discussion, Dr. John C. Smith, 
a member of the AAGP’s Commission on Mem- 
bership and Credentials, was more optimistic. 
Speaking on postgraduate and continuation 
study, he said he thought most medical school 
deans are interested in providing postgraduate 
courses for general practitioners. 

He explained the means by which both Cate- 
gory I and Category II credits may be obtained. 
His only complaint was in the lack of mental 
health courses which are being offered by medical 
schools. 

Turning from education to hospitals, the Satur- 
day session closed with discussions of hospital 
problems in small, medium-sized and large com- 
munities. 

Dr. Julius Michaelson of Foley, Ala., said he 
thought that hospital problems in a small com- 
munity were not unlike those faced in medium- 
sized communities. However, when problems do 
arise he feels that a small community makes for 
a closer relationship and in this way probably 
aids in solving problems. 

The viewpoint frora a medium-sized commu- 
ef was that of Dr. Arthur V. Dudley of Tucson, 

1Z. 


Dr. Dudley admitted that since Tucson is in a 
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rather isolated, yet rapidly growing community, 
hospital conditions there may not be typical of a 
medium-sized community. 

The key problem is lack of hospital beds. Ad- 
mission to the staff at either of Tucson’s private 
hospitals creates no problem for a new doctor. 
A general practitioner would generally apply for 
internal medicine, pediatrics, obstetrics and mi- 
nor surgery. 

Dr. Dudley explained that while a physician is 
on the temporary courtesy staff, he must be spon- 
sored by a member of the active staff. However, 
every physician does have full privileges within 
the realm of his capabilities. 

Of the 40 general practitioners in the commu- 
nity, only four to five do major surgery, he ad- 
vised. However, since office practice provides the 
lion’s share of the work, general practitioners do 
not object to this arrangement. 

The picture in the metropolitan area was pre- 
sented by Dr. Charles Martin, who comes from a 
St. Louis suburb. He reported that except for the 
university-controlled hospitals, the general prac- 
titioner does enjoy staff appointments and privi- 
leges to a varying degree. 

In 16 of the 18 hospitals, general practitioners 
are eligible for full staff membership. With one 
exception the general practitioner relationship 
with hospital administrators has been very satis- 
factory. 

Dr. Martin said he knew of no discrimination 
against the general practitioner as far as available 
bed space is concerned. He said it is not known 
how many St. Louis practitioners do surgery but 
with few exceptions most of the men are doing 
as much as their training and experience qualifies 
them to co. 

Dr. Martin concluded: “If there is one thing 
which seems to be lacking it is the proper esteem 
for the general practitioner by his specialist col- 
leagues.” He added that the result of this is fail- 
ure to place men on key committees in their staff 
management. 
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RECOVERY RATE: OVER 90% 
in over 1,000 published cases 
of thromboembolic disease 


BRAND oF pHENINDION 
BRPhenyi.t 


50 mg. 
HON Federa! taw 
See without 
circular tor 
WALKER 


HEDULIN is the trademark for the Walker brand of phenindione. 50 mg. scored tablets for therapeutic 
use; 20 mg. scored tablets for prophylactic use. Bottles of 100 and 1,000. For more detailed informa- 


tion and a clinical trial supply of Hedulin, write to Walker Laboratories, Inc., Mount Vernon, N. Y. 
1, Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129 (July) 1955. 2, Tandowsky, R. M.: Am. J. Cardiol, 3:551 (April) 1959. 
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AAGP Board Meeting Opens Symposium-SOC Weekend—On September 24 and 25, members of the Board of Directors held 
day-long sessions in Kansas City with several Headquarters staff members as observers. Starting lower right, going clockwise, 
are Dr. M. C. Wiginton, Dr. Mary Elizabeth Johnston, Dr. Herbert Salter, Dr. Carroll Witten, Dr. Daniel Rogers, Dr. Norman 
Booher, Mr. Charles Nyberg, Dr. Paul Read, President-elect John Walsh, Mr. Roger Tusken, Mr. Walter Kemp, Dr. James 
Perkins, President Fount Richardson, Miss Helen Cobb, Executive Director Mac F. Cahal, Board Chairman Floyd C. Bratt, 
Treasurer Albert Ritt, Immediate Past President Holland T. Jackson and Dr. John Milligan. Not shown are Speaker James D. 


Murphy and Dr. John Paul Lindsay. 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


MEDICAL ECONOMICS in all its ramifications is 
attracting increasing interest on the part of mem- 
bers of Congress. Enactment of the federal 
employees’ health insurance bill just before ad- 
journment in September means that this con- 
gressional attention to consumer costs of medical 
care will be even greater next year, when the 
insurance program is to be started. 

Similarly, prospective expansion of Medicare 
benefits for servicemen’s dependents and the 
forthcoming campaign for health and hospital 
services under the social security banner are 
bound to intensify congressional interest in fiscal 
aspects: What do these services cost? Who is pay- 
ing the bill? Are the charges too high? Too low? 
Should government subsidize the nonprofit 
health insurance plans? 

Late in September, Medical Service of D.C. 
disclosed intentions to raise premium charges, 
beginning in December. Observers felt this was 
likely to advance the special investigation of 
Blue Cross and Blue Shield plans in the Nation’s 
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Capital which Sen. Wayne Morse (D-Ore.) is to 
conduct. It was to have been held this year but 
Senator Morse said recently the inquiry will go 
over into 1960. 

Consumer costs of medical care, hospitalization 
and prepaid insurance also will figure on agendas 
of hearings to be held in November by the House 
Committee on Ways and Means. One will be de- 
voted to revision of the income tax laws and the 
other hearings will examine into workings of the 
disability insurance features of social security. 

Then, too, the Joint Congressional Economic 
Committee is displaying mounting interest in 
health service costs. Several congressmen are 
sponsoring legislation authorizing a full scale in- 
vestigation of profits made by drug manufacturers. 

All signs point to emphasis upon expansion of 
the Medicare program so as to have it include 
dental benefits for military dependents. When 
the subject comes up this winter on Capitol Hill, 
the first question raised will be—How much will 
it cost? And this, in turn, inevitably will turn the 
spotlight on medical fees and tables of allowances 
in a program which already is costing the federal 
government upward of $90 million a year. 
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“You won’t need 
the pillows, 
Mrs. Smith”’ 


When hemorrhoids disturb 
an otherwise smooth 
pregnancy, a touch of 

‘Americaine relieves the pain... 


in minutes...for hours! 


Nothing relieves 
surface pain like 


(Ethyl-p-aminobenzoate, ASL) 
Topical Anesthetic Ointment and Aerosol 
came Send for samples 
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Disability Fact Book 


The House Committee on Ways and Means 
has published a reference work and guide entitled 
“Disability Insurance Fact Book.” It is a 220- 
page compendium of specific and general infor- 
mation on the social security disability program. 

Sections are included on medical factors in the 
evaluation of disability, with details supplied on 
musculoskeletal, sensory, respiratory, cardiovas- 
cular and other types of impairments. Statistical 
data on operating experience, reviews of court 
cases and interpretations of the law’s many fea- 
tures are presented in the publication. 

At the time of issuance in September, the com- 
mittee said it possessed a limited number of 
copies for distribution among physicians request- 
ing them. 


Want Adrenal Gland Data 


The Clinical Center of the National Institutes 
of Health is soliciting cooperation of the coun- 
try’s physicians in a newly-launched investigation 
of the role of the adrenal gland in the Stein- 
Leventhal syndrome. Clinical material is desired. 
Interested physicians should communicate with 
J. E. Rall, M.D., chief, Clinical Endocrinology 
Branch, National Institute of Arthritis and Met- 
abolic Diseases, Bethesda 14, Md. 

“Salient features in this syndrome include 
oligomenorrhea, hirsutism and polycystic ova- 
ries,” said the announcement. “The cooperation 
of interested physicians in referring laparotomy- 
proven cases is invited. Accepted patients will be 
studied for varying periods up to several weeks. 
Upon completion of their study, patients will be 
returned to the care of their referring physician, 
who will also receive a detailed summary. 

“In some instances it may be desirable to ar- 
range for occasional follow-up visits to the Clin- 
ical Center. These would supplement rather than 
substitute for visits to the patient’s own phy- 
sician,”” 
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Some Malaria Obstacles 


Approximately 10 million square kilometers of 
the Western Hemisphere were free of malaria in 
1958, according to a report that was presented to 
the Pan American Health Organization’s direct- 
ing council when it met in Washington the last 
week in September. 

An estimated 184 million persons live in the 
malaria-free regions. Total eradication has been 
achieved in the United States, Chile, Puerto 
Rico, Martinique and Barbados. 

One of the most serious obstacles in the 
mounting crusade against malaria is the resist- 
ance developed by anopheline mosquitoes in 
some areas against insecticides. Such resistance 
has been encountered in limited areas of British 
Honduras, Colombia, Cuba, Ecuador, El] Salva- 
dor, Guatemala, Honduras, Mexico, Nicaragua, 
Jamaica and Trinidad. 


More FDA Actions 


Recent court cases, seizures and complaints by 
Food and Drug Administration and Federal 
Trade Commission, foremost campaigners against 
quackery and its handmaidens, include: 

Conviction of a New York firm charged with 
making false and misleading therapeutic claims 
for a ‘mineral foot bath’’ (fines totaling $900). 

Confiscation of a device, consisting essentially 


of an electric air pump and plastic suction cups, 


that was advertised as a contrivance for increas- 
ing the size and firmness of women’s breasts. 

Filing of charges against a New York publisher 
(Prentice Hall, Inc.) for allegedly misleading ad- 
vertising of a book (How to Live 365 Days a Year) 
written by a physician (John A. Schindler, M.D.). 
The government challenged advertising repre- 
sentations that methods described in the book 
constitute effective measures against heart dis- 
ease, cancer and other chronic conditions. 


Also see AMA Washington Report, page 333. 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 


‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 

Dosage 


‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL!’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 
istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 
Each sugar-coated ‘MIGRAL/’ tablet provides: 


Ergotamine Tartrate 
*‘Marezine”® brand Cyclizine Hydrochloride 


In bottles of 20 and 100 tablets. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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General Practitioners Get Their Due 
At World Medical Education Conference 


MEDICAL educators and other physicians who at- 
tended the Second World Conference on Medical 
Education August 29-September 4 in Chicago 
heard a former president of the American Acad- 
emy of General Practice say that the demand 
for general practitioners is five times as great 
as for specialists. 

The speaker, Dr. Malcom E. Phelps of El 
Reno, Okla., was one of more than 125 speakers 
from 61 countries who appeared on the conference 
program. Dr. Phelps, an Academy founder, said 
that surveys of medical societies and placement 
bureaus reveal that ‘‘there are approximately five 
times the demand for competent general practi- 
tioners as there are for doctors trained to care for 
only certain segments of disease.”’ 

Dr. Phelps told his audience that “this demand 
(for general practitioners) has been largely ig- 
nored by some of our medical schools in their 
headlong effort to satisfy those who advocate im- 
personal, mass service, production-line medical 
care.”’ 

Stating that while research and experimenta- 
tion are necessary to the progress of medicine, 
Dr. Phelps said “‘it is wasteful and foolish to 
tailor the curriculum of our medical schools to the 
theory of research rather than to the practice of 
medicine. It seems much more logical first to 
train good doctors. Then those, who have the 
flair, could continue in research with a greatly 
improved foundation and better understanding.” 

He added that no matter how brilliant and 
useful a discovery or advancement may be, hu- 
manity cannot benefit until it is delivered to the 
masses through the medium of trained doctors of 
medicine who are actively engaged in the practice 
of their profession. 

“It is very unfortunate,” Dr. Phelps continued, 
“that many of our finest teachers have not had 
the opportunities of actually practicing medicine 
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outside of the cloistered confines of a huge medi- 
cal center. Nor have they had the privilege of the 
warm personal contact and grateful gratitude 
that comes from patients who have been cared 
for in the home or the physician’s office. 

“TI firmly believe that if these fine teachers 
could experience those satisfying contacts they 
would learn that the ailments seen, the problems 
presented, and the treatments necessary would 
be vastly different than those which they are 
accustomed to seeing in teaching centers.” 

Dr. Phelps stated that ‘‘the present educational 
programs in medical schools expose the students 
to specialty viewpoints.” 

He then concluded: “‘To maintain the objective 
of providing a sound, balanced education, it is 
highly desirable that the student be exposed also 
to the concept of family practice. Because general 
care is an important part of medical practice, 
medical schools should be encouraged to develop 
that phase of medical education centered around 
the patient, his continuing care, his environment, 
and the use of community resources to the fullest 
extent compatible with the total education pro- 
gram.” 

The conference, the second such meeting to be 
sponsored by World Medical Association and 
other leading bodies of medicine, served as a com- 
mon ground for the free exchange of scientific 
information and experiences among countries. 

The first World Conference on Medical Educa- 
tion was held August, 1953 in London by the 
WMA, in cooperation with the World Health 
Organization. 

The day followinz Dr. Phelps’ address, Dr. 
Phil R. Manning, director of the postgraduate 
division of the University of Southern California 
School of Medicine, told how organized medicine, 
representing the practicing physicians, and medi- 
cal schools can work together for the benefit of 
all patients. 

He outlined the plan of postgraduate education 
which was initiated by the California Medical 
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CONTROL 


Foods can provide many minerals needed for 
control of body functioning . . . as well as for 
structure of body tissues . . . but special consider- 
ation needs to be given to insure that the diet 
contains enough of certain minerals. 

The minimum quantities of foods listed in A 
Guide to Good Eating can provide most of the 
Recommended Dietary Allowances for 
calcium . . . 2/3 from milk group ...and Y4 from 
other groups. 
iron ... 1/3 from meat group... Y from vege- 
tables and fruits .. . and \/5 from enriched breads 
and cereals. 

Calcium is essential to normal blood clotting, 
muscle contraction, nerve functioning and cell 
permeability . . . in addition to its main role in 
the growth and maintenance of bones and teeth. 
Iron is used in the formation of hemoglobin, the 
red blood pigment which carries life-giving oxy- 
gen from the lungs to body cells. Phosphorus... 
which plays a vital part in the energy metabolism 
of cells as well as in formation of bony tissues... 
is provided by foods in all four groups . . . es- 
pecially those which supply calcium and protein. 
Potassium, sodium and chlorine are involved with 
maintaining water balance in the body. Potassium 
is abundant in animal and plant foods . . . sodium 
and chlorine are present in foods and table salt. 
Copper, cobalt, magnesium, manganese, molyb- 
denum and zinc take part in various enzyme re- 
actions . . . and are supplied in needed amounts 


A GUIDE TO GOCD EATING — USE DAILY 
DAIRY FOODS 


3to 4 glasses milk—children e 4 or more glasses— 
teenagers e 2 or more glasses—adults e Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings e Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings » Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


by foods listed in the “Guide.” 

Fluorine . . . not demonstrated to be a dietary 
essential... but shown to give developing teeth sub- 
stantial protection from dental caries ...is present 
in many foods and natural and treated water. 

When combined in well-prepared meals, foods 
selected from each of those four food groups and 
seasoned with iodized salt can provide all needed 
minerals ... while satisfying the tastes, appetites 
and other nutrient needs of all members of the 
family . . . young and old. 

The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street + Chicago 6, Ill. 
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Association. He explained that CMA had coordi- 
nated the activities of the five medical schools in 
the state into an active extramural postgraduate 
program designed to meet the needs of physicians 
in communities away from medical school centers. 

The programs include two-day teaching insti- 
tutes, circuit courses in rural communities and 
yearly courses at annual scientific state meetings. 

A physician from the University of El Salvador 
School of Medicine expressed his belief that the 
void which exists between general practitioners 
and hospitals has worked to the detriment of the 
patient. 

Dr. Juan Allwood-Paredes pointed out that 
since the general practitioner enjoys a position of 
friendship and confidence with the patient and 
his family, he is best qualified to study the pa- 
tient’s disease in its full perspective. 

Then he added: ““There is no reason why this 
relation of mutual confidence and congeniality 
between the doctor and his patient, which means 
so much in the treatment and prevention of sick- 
ness in the familiar environment, is not similarly 
valuable in the hospital circle. After all, the 
patient goes to the hospital because his condition 
is getting worse, thus leaving behind his natural 
environment, his home, which almost always is 
more comfortable and soothing. Then, isn’t it in 
this instance that the patient most needs and 
wants his friend, the family doctor?” 

Still another physician, Dr. Jehan S. Saleh of 
Iran, warned that unless medical education be- 
comes a continuing process, the high quality of 
medical care cannot and will not continue. Dr. 
Saleh, professor of gynecology at Teheran Uni- 
versity Faculty of Medicine, said he believed that 
the responsibility for the continuing education of 
a physician in any country rests with the medical 
schools. 

The dean of a Canadian medical school said he 
believes that the two biggest hazards threatening 
the quality of medical care on the North Ameri- 
can continent today are too much dependence on 
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drugs, and a “preoccupation with the financial 
aspects of medicine.” 

The dean, Dr. J. Wendell Macleod of the Uni- 
versity of Saskatchewan, told the world congress 
that there is an ‘‘overly technical approach to the 
problems of the sick person—an understandable 
consequence of the introduction of a vast array of 
complicated techniques.” 

Referring to the second hazard, Dr. Macleod 
said that “even in respectable medical circles 
there is a preoccupation with the financial aspects 
of medicine.” He attributed this in part to post- 
war prosperity with emphasis on dollar success. 

While other speakers turned their remarks to 
the problems which physicians in most of the 
world face, the director of a Russian medical 
institute said that doctors in the USSR have few 
worries because the state takes care of everything. 

There was simultaneous translations of all ad- 
dresses and discussions in English, French and 
Spanish. More than 1,500 persons were registered. 

President Eisenhower was patron of the con- 
ference. He has been keenly interested in the 
financial problems of medical schools ever since 
his days as president of Columbia University 
where he helped organize the National Fund for 
Medical Education. 


Malcom E. Phelps, M.D. 


Former AAGP President Malcom E. 
Phelps of El Reno, Okla., recently reap- 
pointed a Consultant in General Practice 
to the Surgeon General of the Army, is 
leaving early this month for a consultant's 
visit to the Far East. Enroute to Japan, 
the agenda calls for a five-day stop at 
Tripler United States Army Hospital, 
Hawaii and a six-day inspection in Ko- 
rea. Following his stay in Japan his offi- 
cial itinerary will take him to Okinawa, 
A report of his activities will be given | 
following the trip. 
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AUNT FE 


LICIA 


Good-natured Aunt Felicia used to pooh-pooh talk about how 
hard it was to have children. She said all she ever minded 
was the miserable “‘heartburn” she had through every one of 
her nine pregnancies. 


Of course today, in the prenatal care of her granddaughters, 
you can effectively control “heartburn” of pregnancy with 
pleasant-tasting Gelusil . . . the antacid adsorbent Aunt Felicia 
should have had. 


Gelusil is all antacid in action . . . contains no laxative . . . does 
not constipate. Prescribe Gelusil with confidence for every 
patient’s use at home and in the hospital. The choice of mod- 
ern physicians for every antacid need. 


GELUSIL 


the physician’ s antacid 


MORRIS PLAINS. 
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Australian College Official Checks AAGP 
Operational, Research Work During Visit 


Dr. JOHN G. RADFORD of Coogee, New South 
Wales, Australia, an official of the Australian 
College of General Practitioners, was an Acad- 
emy Headquarters visitor the weekend of Sep- 
tember 5-6. 

Dr. Radford, a member of the Council of the 
Australian College and chairman of the Council 
Research Committee, was particularly interested 
in finding out what is being done in regard to 
research by Academy members. 

During his weekend stay he toured the AAGP 
headquarters building and discussed the organi- 
zational structure and operation of the Academy 
with Mr. Charles Nyberg, assistant director. 

One afternoon was spent with Academy Mem- 
ber Jesse D. Rising, a faculty member of Kansas 
University Medical Center, Kansas City, Kan., 
discussing research and morbidity studies in this 
country. 

Prior to his Kansas City visit, the Australian 
physician had spent some time in Canada, and 
had just returned from the Second World Con- 
ference on Medical Education which was held 
August 30-September 4 in Chicago. 

Dr. Radford left Australia May 30, primarily 
to visit the College of General Practitioners in 
Great Britain, but on his way he stopped at 
Johannesburg, South Africa, and at Nairobi, 
Kenya, in Central Africa. In both of these cities a 
branch of the British College has been started. 

During his two-month stay in Great Britain 
he studied the research program and other activi- 
ties of the British College of General Practitioners. 

On July 24, Dr. Radford attended the joint 
meeting of the British Medical Association and 
the Canadian Medical Association in Edinburgh, 
Scotland as a delegate from the New South 
Wales branch (Australian) of the British Medical 
Association. 

While in Edinburgh, he and representatives of 
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the British and Canadian Colleges of General 
Practitioners formed a commonwealth coordinat- 
ing committee of the three colleges. The purpose 
of this coordinating committee is to act as a cen- 
tral clearing house for exchange of ideas on all 
activities common to general practitioners. 

In addition to Dr. Radford, who represents the 
Australian College, the other committee mem- 
bers are Dr. R. J. Pinsent, representing the Brit- 
ish College and Dr. Victor Johnston, representing 
the Canadian College. 


Revised Listing Policy, Hospital Costs, 
Specialist Relations Foremost with AHA 


MANY SIGNIFICANT recommendations were made 
to the American Hospital Association at its re- 
cent annual meeting in New York City, but prob- 
ably the most outstanding action taken was its 
vote to recognize hospitals that permit osteopaths 
to practice, provided they do so under the gen- 
eral supervision of doctors of medicine. 

Previously the association had barred from its 
“listing” all hospitals with osteopaths on their 
staffs. The ban included institutions in states 
that required hospitals to accept osteopaths on 
their staffs. This policy switch is significant since 
listing by the AHA is a prerequisite to accredita- 
tion by the Joint Commission on Accreditation of 
Hospitals. 

The change will not be immediate. The speci- 
fied time has been left to the discretion of Dr. 
Edwin L. Crosby, director of the AHA. 

It was significant also that at this session, the 
largest the AHA has had, many speakers urged 
the association, the medical profession and the 
dental profession to do something right away 
about hospital costs before the government 
intervenes. 

‘One proposal was for an “American Blue 
Cross” to be sponsored by hospitals, medicine 
and dentistry. 
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moderate low-fat 
ana well-balanced 
food values 

in cereal and 
milk serving 


Among breakfast main dishes, the cereal and milk 
serving merits consideration when a reduction of 
dietary fat is indicated because it ranks low in fat 
and provides well-balanced food values. Few foods 


at such small cost can better its moderate low-fat, 
well-balanced nutritional contribution as shown in 
the table below. Served with nonfat milk, the fat 
content is very low.* 


iti FAT 
nutritive CARBOHYDRATE 
composition ALCIUM 
average VITAMIN A.. 
of THIAMINE... 
cereal serving RIBOFLAVIN. 


*Nonfat (skim) milk, 4 oz., reduces the Fat value to 0.1 gm. and the Cholesterol value to 0.35 mg. 
**Based on composite average of breakfast cereals on dry weight basis. 
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Cereal Institute, Inc.: Breakfast Source Book. Chicago: Cereal Institute, Inc., 1959. 
Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 
Watt, B. K., and Merrill, A. L.: Composition of Foods-Raw, Processed, Prepared. U.S.D.A. Agriculture Handbook 


No. 8, 1950. 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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Such an organization would be nonprofit and 
operate under a federal charter. It would assure 
the individual free choice in the selection of a 
physician, dentist or hospital and place emphasis 
on the public welfare. 

Under this system, which was proposed by 
John R. Mannix, executive vice president of Blue 
Cross of Northeast Ohio, ‘“‘American Blue Cross” 
would be available to everybody, including all 
age groups. 


AAGP COMMISSION MEETS 


While the AHA was meeting in New York 
City, the Commission on Hospitals of the Ameri- 
can Academy of General Practice gathered there 
for its annual fall meeting. (See cut on page 299.) 

According to the reports from the commission 
members, no major problems of hospital restric- 
tions on general practitioners were reported to 
them in response to inquiries sent to state chapter 
chairmen of committees on hospitals. 

A number of resolutions relating to general 
practice in hospitals, adopted or referred to the 
commission by the 1959 Congress of Delegates, 
were acted on and will be discussed in the com- 
mission’s annual report. 

Medical audits and credit for clinical review 
meetings conducted by general practice depart- 
ments were studied and some recommendations 
were developed for presentation to the AAGP 
Board of Directors and to the Congress of Dele- 
gates in Philadelphia. 

An educational display on general practice in 
hospitals was exhibited at the AHA meeting. The 
hospital commission reports that approximately 
400 copies of the Academy’s booklet “General 
Practice in Hospitals” were distributed to hospi- 
tal administrators during the four-day meeting. 
Additional copies were mailed later to persons 
who did not wish to carry a copy with them. 

Copies of the Academy’s recommendations on 
general practice residencies were also available at 
the booth, and these reprints were in great de- 
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Edwin L. Crosby, M.D. 
American Hospital Asso- 
ciation conferred its 1959 
Distinguished Service 
Award on Dr. Crosby, di- 
rector of AHA since 1954. 


mand. A number of administrators who stopped 
to visit at the booth commented on the excellent 
cooperation they have received from Academy 
members on the staffs of their hospitals. There 
were also many comments on the helpful mate- 
rial provided in the booklet, ‘“‘“General Practice in 
Hospitals.” 


HOSPITAL-SPECIALIST CONTROVERSY 


Overshadowing the matter of hospital-medical 
relations was the controversy between hospitals 
and specialists (chiefly radiologists and patholo- 
gists) which remained unresolved by the AHA. 

The AHA reiterated its stand that hospitals 
must have the responsibility for setting the fees 
to be paid by hospital patients to the specialists. 
Their argument was that the specialist (radiolo- 
gist and pathologist) is a “‘doctor’s doctor,’”’ and 
“therefore, he is not competing in the market as 
far as his ‘customers’ are concerned.” 

In order to give the highest quality services at 
the lowest costs, AHA maintains that “whenever 
an in-hospital monopoly situation is created, 
someone besides the purveyor of the service must 
approve the charge to the patients.” 

On the other hand, Dr. F. J. L. Blasingame, 
executive vice president of the American Medical 
Association, pointed out that among the AMA’s 
constituent medical associations there is a wide 
divergence of policy and attitude toward hospital 
practices regarding pathologists and radiologists. 

However, in 1953 the AMA reaffirmed its pol- 
icy forbidding a physician to serve a hospital that 
collects a fee for his services. 

One of the well-known dissenters against the 
hospital policy is former AAGP president, Dr. 
William B. Hildebrand who has been in the role 
of president of the Wisconsin State Medical 
Society. 

The August issue of The Modern Hospital edi- 
torially lampooned Dr. Hildebrand for his stand. 
Speaking before the state House of Delegates at 
the society’s recent annual meeting, Dr. Hilde- 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
C.i Grim (11% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 
entire therapeutic value of the drug. 

It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request ~ 


Davies, Rose & Ca; Ltd. Boston 18, Mass. 
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brand said that hospitals, among others, are try- 
ing to take control of the practice of medicine 
away from doctors. He urged establishment of a 
permanent commission to plan “‘a long-range de- 
fensive and offensive program designed to pre- 
serve the private practice of medicine.”’ 


OTHER ACTIONS 


In other business actions, the AHA house of 
delegates adopted a set of simplified by-laws 
which added 28 members to the house and estab- 
lished a new type of institutional membership for 
in-patient facilities other than hospitals (pri- 
marily, nursing homes). 

The house likewise approved a statement on 
collective bargaining which contends that the 
voluntary nonprofit hospitals should be exempt 
from all legislative acts requiring compulsory 
bargaining of hospitals with any groups of hospi- 
tal employees and should be exempt from the pro- 
visions of the Taft-Hartley Act. 


chairman of the Academy’s Commission on Hospitals, pre- 
sided at a two-day meeting of the commission during the re- 
cent annual meeting of American Hospital Association in 
New York City. Shown in working session are: Dr. George L. 
Thorpe (clockwise), Mr. Charles Nyberg, Mrs. Annette 
Branham, Dr. Joseph Devitt, Dr. Ralph Cross, Chairman 
Perkins, Drs. Leo M. Wachtel, Richard R. Chamberlain, 
Jack M. Partain, Antonio J. Franzi and John O. Milligan. 
Dr. Earl C. Van Horn did not attend. 


GP 
GP November 1959 


With certain stipulations, AHA also approved 
a recommendation that a committee of 14 on ac- 
creditation of hospital schools of nursing be 
established by the Nationa] League of Nursing. 
Seven of the 14 would be from the American 
Hospital Association and seven from NLN. 

For the recipient of the association’s 1959 
Distinguished Service Award, AHA selected its 
own director, Dr. Edwin L. Crosby. Dr. Crosby 
who has held this post since 1954 was cited for 
his outstanding leadership in hospital adminis- 
tration. 

The new president-elect is Dr. Frank S. Groner, 
administrator of Baptist Memorial Hospital, 
Memphis, Tenn. Dr. Russel] A. Nelson, director 
of Johns Hopkins Hospital, Baltimore, assumed 
the presidency to which he had been elected last 
year. 


Fall Hearings, More Testimony on Aging 
Problems Before Senate Subcommittee 


AFTER A LATE summer recess, hearings on prob- 
lems of the aging population are again under way 
before the Senate subcommittee headed by Sen. 
Pat McNamara (D-Mich.). 

The American Medical Association has also 
been holding a series of four regional conferences 
on aging—the last to be held November 16-17 at 
Hotel Muehlebach in Kansas City, Mo. 

The Senate hearings resumed October 13-14 
in Boston, with the following schedule: October 
21, Charleston, W. Va.; October 23, Pittsburgh; 
October 28-29, San Francisco. Yet to be held are 
hearings on November 16-17 in Grand Rapids, 
Mich., December 1-2 in Miami and December 
11-12 in Detroit. 

During the summer (July 23-August 6) the 
Senate Subcommittee on Problems of the Aged 
and Aging listened to testimony from representa- 
tives of federal agencies and national organ- 
izations. 
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MAALOX® ADDS MUSCLE TO ASPIRIN 


particularly suited for arthritic patients 


Combining the antacid MAALOX with aspirin increases 
both absorption and utilization of the salicylate. As a 
result, ASCRIPTIN acts twice as fast as plain aspirin and 
analgesic action lasts much longer due to maintenance of 
higher plasma salicylate levels. 


Gastric irritation seldom occurs with ASCRIPTIN even 
when large doses are given over prolonged periods. 


Of particular value in arthritis and rheumatic disease, 
ASCRIPTIN is an excellent salicylate for routine use. 


Formula: Acetylsalicylic acid 0.30 Gm., MAALOXx (mag- 
nesium-aluminum hydroxides) 0.15 Gm. 


Offered: Bottles of 100 and 500. 
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At those hearings the subcommittee members 
heard scores of authorities discuss the problems 
facing a nation of 1514 million over the age of 
65, and more than five million over 75. The fol- 
lowing seven major subjects were examined: 

(1) Housing for the elderly and the responsi- 
bility of the federal government. 

(2) Job discrimination against the over-45. 

(3) Financing adequate medical care for the 
older person. 

(4) Conditions of nursing homes, and the prob- 
lem of setting decent treatment standards. 

(5) Measures to prevent physical and mental 
deterioration of older persons. 

(6) Adequate incomes for retired persons. 

(7) Elements necessary to ensure a productive, 
meaningful life for those retired from regular 
employment. 

Among the scores of summer witnesses was Dr. 
Frederick C. Swartz, chairman of the AMA’s 
Committee on Aging. Dr. Swartz pointed out 
that it had been his committee’s experience to 
realize that there are practically no diseases of 
the aged. There are simply diseases among the 
aged, which is a far different thing. The com- 
mittee therefore feels that the real area of con- 
cern is the health of the aged and aging. 

In addition to the other facets of the aged 
health care, Dr. Swartz covered the efforts being 
made to ease the cost burden. He reported an en- 
couraging trend in private health insurance 
whereby the AMA has urged physicians to set 
their fees at a level which will permit the devel- 
opment of insurance prepayment plans at a re- 
duced rate. The reaction has been heartening, 
Dr. Swartz added. 

Testimony from all the summer and fall hear- 
ings will be presented in a report to the Senate 
by January 31. The report will be prepared by 
the McNamara committee which is composed of: 
Sen. Joseph Clark (D-Pa.), Sen. Jennings Ran- 
dolph (D-W.Va.), Sen. Barry Goldwater (R- 
\riz.) and Sen. Everett Dirksen (R-II].). 
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The State of Finances—Board Chairman Floyd C. Bratt, 
President Fount Richardson, and Executive Director Mac 
F. Cahal and his secretary, Miss Helen Cobb, joined members 
of the Academy’s Finance Committee at a recent meeting in 
Denver. Shown left to right are Dr. Bratt, Dr. Charles E. Mar- 
tin, Treasurer Albert Ritt, Dr. Howard Farmer, Mr. Cahal, 
Dr. Richardson and Miss Cobb. 


GP Publication Committee— Denver was also the site for a 
recent meeting of the GP Publication Committee. Those at- 
tending the session were (left to right) Board Chairman Floyd 
C. Bratt, President Fount Richardson, Dr. Marjorie E. 
Conrad, Mr. M. G. Hermetet (standing), assistant publisher; 
Dr. Daniel Rogers (seated), committee chairman; Treasurer 
Albert Ritt (behind Dr. Rogers), Managing Publisher Mac F. 
Cahal, Miss Helen Cobb and Dr. Charles G. Bryant. Two 
members of the Publication Committee— Drs. Samuel Garlan 
and John C. Ely—are not shown. 


Map Membership Strides— The Academy’s Commission on 
Membership and Credentials also held a late summer meeting 
at the Brown Palace Hotel in Denver. Seated left to right are: 
Dr. Julius Michaelson, Dr. John C. Smith, Mr. Roger 
Tusken, Miss Barbara Epperson, Board Chairman Floyd 
Bratt, Commission Chairman Norman R. Booher, Dr. Ken- 
neth Beebe and Mr. W. G. McVay. Standing, left to right, 
are Drs. C. J. Klaaren, Joseph Telford, William M. Mon- 
crief, Francis P. Rhoades, Charles Wilbanks, Seymour Fiske 
and Executive Director Mac F. Cahal. 
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IN 
STRESS 
CONDITIONS 


Infectious diseases 


Cardiovascular diseases 
Metabolic diseases 


CAPILLARY AND 
VASCULAR DAMAGE ARE 
COMMON FINDINGS 


In these stress conditions whether caused by 
nutritional deficiencies, environment, drugs, 
chemicals, toxins, virus or infections 
HESPERIDIN, HESPERIDIN METHYL CHALCONE 
or LEMON BIOFLAVONOID COMPLEX 
are indicated as therapeutic adjuncts for 
the control and management of the associated 
capillary and vascular damage. 


Sunkist and Exchange Brand Hesperidin ; 
and Lemon Bioflavonoid Complex Sunkist Growers 
are available to the medical profession PRODUCTS SALES DEPARTMENT 


in specialty formulations developed by 


leading pharmaceutical manufacturers. 
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General Practice Professorship Created 
At Medical College of South Carolina 


THE CREATION of a faculty position of Professor 
of General Practice at the Medical College of 
South Carolina has pointed up the general prac- 
titioner’s role in medicine’s “first line of defense.” 

Dr. George Gardner Durst, a 1937 graduate of 
the medical college, will fill the new chair. The 
position was established by the Board of Trustees 
upon recommendation of President Kenneth M. 
Lynch. 

Dr. Durst, an Academy member, is a leader in 
the medical profession as well as in civic affairs. 
Some of his foremost positions include being vice 
president of the Medical Society of South Caro- 
lina for two years and serving a nine-year term 
as secretary of its Board of Finance. He is well 
qualified for his new post, having served on the 
society’s Committee on Medical Education 
Foundation. 

A study of the new professorship which Dr. 
Durst says “gives some of our present thinking 
and approach to the duties and responsibilities” 
of the new position, notes: 

“It is well understood and accepted that the 
complex scientific advances in the various fields 
of medicine require that these be taught by men 
who by specialization have largely limited their 
interests and their professional contacts to cer- 
tain specific areas of medical science. 

“Conversely the general practitioner by virtue 
of his intimate and long contacts with the home, 
family and community backgrounds of his pa- 
tients (often including several generations of a 
single family) is perhaps best qualified to teach 


the ethical principles and some of the art of ap- — 


plying scientific knowledge to the individual pa- 
tients as seen in day to day practice . . . 

“The future specialist as well as the future 
general practitioner needs to become well ac- 
quainted with the viewpoint and some of the 
rewards to be expected in general practice. The 
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Professor of General Practice will stress to the 
student that the most effective application of 
modern medical science requires teamwork. 

“Each member of the medical team must have 
a clear conception of his position and a proper 
respect for the other members of the team... 
The general practitioner should feel no hesitancy 
in seeking the assistance of the specialist, and the 
specialist should welcome assistance from the 
general practitioner in caring for his patients.” 

Some of the practical topics which students 
will survey under Professor Durst will be office 
selection, location, plans and equipment; part- 
nership arrangements, office assistants, records 
and general financial management; relations with 
other physicians, hospitals, nurses, pharmacists 
and patients; office visits, house calls and tele- 
phone calls, and contents of the medical bag. 

Handling of the street corner and cocktail “pa- 
tient’”’ and recognizing and dealing with the drug 
addict will also be discussed as will legal aspects 
of medical practice including possible malpractice 
suits; handling insurance forms and referral of 
patients to public or charitable institutions; 
handling the terminal patient and his family, and 
demeanor and comfort to the family at the death 
of a patient; professional organizations and post- 
graduate studies, and general community and 
civic responsibilities. 

“It is expected,” Dr. Durst said, “‘that the 
Professor of General Practice will maintain a 
close liaison with the general practitioners 
throughout the state and that they will consider 
him as their representative in the faculty of the 
medical college.” 


West Virginia and Colorado State Medical 
Societies Pick AAGP Members for Leaders 


THREE MORE NAMES can now be added to the 
large and distinguished list of Academy members 
who are officials of their state medical societies. 
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The thing 
to look for in 
Elastic. 

Bandages 


WITH THE #OSITIVE 
FOR LONGE 


Heat stability and strength are important of course. 
These are requirements, fundamental in TENSOR 
bandages. Where the brands differ—where the quality 
shows up—is in the lasting support. 

’ This is where Bauer & Black’s many years of 
specializing in bandages and elastic goods play a 
key role. 

Safe, Comfortable, Conforming 


A special weave of highly developed rubber threads 
gives TENSOR Elastic Bandages sure, even compres- 
sion over large areas. Self-conforming, they adjust 
readily and comfortably to swelling. Thin plastic tips 
eliminate the risk of bulky points—safer and easier 
to apply. 

These are the qualities that spell the difference. 
TENSOR Elastic Bandages cost no more than any other 
fine bandage. Yet TENSOR gives you features found in 
no other bandage plus the reassurance that you are 
treating your patients with the best. 

No other elastic bandage costs less per day than 
TENSOR. By Bauer & Black, of course. 


TENSOR 


ELASTIC BANDAGE 


Woven with heat resistant live rubber threads 
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News 


In West Virginia, Dr. Jacob C. Huffman, Acad- 
emy member from Buckhannon, has just been in- 
stalled as president of the West Virginia State 
Medical Association. Still another member, Dr. 
John W. Hash of Charleston, was named presi- 
dent-elect during the association’s recent 92nd 
annual meeting in White Sulphur Springs. Dr. 
Hash will succeed fellow member Huffman as 
president next year. 

In Colorado, Dr. Cyrus W. Anderson of Den- 
ver, a former member of the AAGP’s Board of 
Directors, is the new president-elect of the Colo- 
rado State Medical Society. He was elected Sep- 
tember 10 in Denver during the society’s annual 
meeting. Next year he will be installed as presi- 
dent, succeeding Dr. John L. McDonald of Colo- 
rado Springs. _ 

The elections in both West Virginia and Colo- 
rado had not been held at the time GP’s Septem- 
ber story on medical society presidents was being 
prepared. The names of Drs. Huffman, Hash and 
Anderson should now be added to those listed in 
the story on page 287 of the September issue. 


Cyrus W. Anderson, M.D. 
Colorado State Medical Soci- 
ety has unanimously chosen 
this well-known Academy 
member for its new president- 
elect. 


Keynoter at Montreal General Assembly 

Chalienges WMA To Show Purpose, Action 
THE 13TH General Assembly of the World Medi- 
cal Association which convened September 7-12 
in Montreal, Canada will undoubtedly be re- 
membered for the keynote speech of Dr. N. H. 
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Gosse, a past president of the Canadian Medical 
Association. 

Pulling no punches, Dr. Gosse concluded his 
amenities with the pronouncement that he hoped 
the Montreal Assembly would accomplish some- 
thing—rather than just being remembered as a 
meeting where everyone had a good time. 

At past WMA assemblies, he said that too 
often he had had the feeling that the purpose of 
the association had been forgotten and not much 
had been accomplished. 

“For myself,’”’ Dr. Gosse continued, “‘I want to 
get closer to our members at these meetings than 
I have been able to do. I want to know more of 
their practices and their difficulties. More par- 
ticularly, I want to know their hopes and aspira- 
tions for extending the service of medicine in 
their countries. I want to know, too, whether or 
not an organization of this kind can be helpful 
to individual member-countries that may not be 
as favored as others are. I want more evidence 
to show that when we use the phrase ‘the univer- 
sal brotherhood of medicine’ or the ‘confraternity 
of medicine,’ that such phrases are not sophisms, 
but have real significance.” 

Despite the difficulties that impede progress— 
difference in language and ethnic origins, Dr. 
Gosse nonetheless felt that these need not be 
barriers. 

He suggested that, under the aegis of a special 
committee, each year several countries, in turn, 
should inform the WMA as to the state and 
quality of medicine in their respective lands and 
about their efforts and hopes with respect to their 
improvement. 

Dr. Gosse believes that understanding and 
sympathy would result from such sharing of 
knowledge and there would be greater cohesion 
and strength within the WMA. 

Dr. Gosse likewise stressed that medicine 
thrives best in an atmosphere of freedom and 
especially when left alone to work out its tradi- 
tional purposes through its own internal disci- 
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Nylmerate Solution Concentrate as a vaginal douche helps 
prevent recurrences of vaginal discharges, acts as an ef- 
fective prophylaxis. 


¢ Available only on your prescrip- 
tion (eliminates possibility of 
Ae 4 meamre— excessive or unwarranted vagi- 
douching) 
¢ Therapeutic (Bactericidal and 
Moniliciéal ection ° ‘Acidic (4.1 in dilution) ANTISEPTIC. SOLUTION 
© Symbiotic organisms eradicated by * Reaches innermost recesses CONCENTRATE 1.500 
its bactericidal potency = via low surface tension = 
D epithetial cell penetration © Use... twice daily (1 capfull to 
and prevents recurentes water) prior to inse- 
e Simple to use...morning and & tion of medication 
night applications, including treat- ¢ Economical 
ment during menstrual period Specify pint bottles with measuri 
Prescribe: “Nylmerate Jelly with ap. __._ cap (Nylmerate: A brand of wre 
plicator” 3 oz. and 5 oz. tubes mercuric acetate) 


HOLLAND-RANTOS CO., INC. © 145 HUDSON STREET © NEW YORK 13, N. Y. 
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pline. On the other hand, he pointed out the 
dangers of letting government have a free hand 
in medical affairs. 

Speaking of the philosophy in his own country, 
Canada, Dr. Gosse stated: “Medicine is not a 
trades union, and as we see it in this country, it 
cannot maintain its ideals and the related pres- 
tige and ever become one.” 

On hand to hear Dr. Gosse’s address were many 
WMaA representatives who have been attending 
WMA meetings since its inception in 1947. 

The Academy had six official representatives 
and they were joined by other AAGP members 
who were there on behalf of state medical soci- 
ties or as special observers fer the United States 
Committee. 

Academy representatives were Board Chair- 
man Floyd Bratt, Executive Director Mac F. 
Cahal, President Fount Richardson, Dr. William 
J. Shaw, Fayette, Mo., Dr. Stanley R. Truman, 
Oakland, Calif. and Dr. Valentin C. Wohlauer, 
Brush, Colo. 

This year, Dr. Renaud Lemieux of Quebec, also 
a past president of the Canadian Medical Asso- 
ciation and a professor of medicine at Laval 
University, was installed as the 18th president 
of the WMA. 

This was the first time that an international 
medical organization of this kind had met in 
Canada. 

When the WMA was founded in 1947, the 
medical association of 26 countries were mem- 
bers; today there are 55 countries. Russia and 
Communist China are not members. 


Two Volunteer Astronauts in Texas 
To Try 30-Day Simulated Space Flight 
SOMETIME EARLY this winter two carefully se- 
lected Air Force pilots will undergo the first 
long-term simulated space flight. 
Lt. Col. George R. Steinkamp, chief of the De- 
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Cabin for 30-day Simulated Space Flight—Lt. Col. George 
R. Steinkamp, asitroecology chief for Air Force School of 
Aviation Medicine, inspects cabin in which a 30-day simu- 
lated space flight will be made. The exveriment, the U.S.’s 
first long-term one, will get under way in the next few weeks. 


partment of Astroecology for the Air Force’s 
School of Aviation Medicine, Brooks Air Force 
Base, Texas, reports that the two volunteer as- 
tronauts will live in a space cabin simulator for 
30 days. 

The experiment is designed to record psycho- 
logic and physiologic stresses on men in space. 
Space medical researchers expect the psychologic 
strain will be harder on the men than any physi- 
cal problems—in fact, the two may not speak to 
each other after the experiment is over. 

All basic human needs will be satisfied. Forms 
of waste water will be purified by a process which 
includes chemical treatment, filtering, super- 
heating, freezing and final filtering through ac- 
tivated carbon. Solid wastes will be dehydrated 
and burned in an incinerator and the gases pro- 
duced can be disposed of with an afterburner. 

Certain controls have been developed to allow 
the men to breathe the same air and drink the 
same water during the 30-day period. 

Because all the food (a total of 3,000 calories 
a day for the two men) is nonperishable, no 
refrigeration will be necessary, but a heating 
element will warm up soup and coffee. The men 
will be allowed two quarts of water a day. Pro- 
vision will also be made if they wish to smoke. A 
high voltage electrostatic filter will ionize and 
trap dust and smoke particles. 
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Louis F. Rittelmeyer, Jr., M.D. 
Effective this month, Academy 
Member Louis F. Rittelmeyer 
will become associate medical 
director of Mead Johnson & 
Company, Evansville, Ind. For 
the past several years Dr. Rit- 
telmeyer has been associate pro- 
fessor and director of the Section 
on General Practice at the Uni- 
versity of Mississippi Medical 
Center, Jackson. Prior to that 
appointment Dr. Rittelmeyer 
was on the faculty of the Uni- 
versity of Tennessee School of 
Medicine. 


lem of insomnia might be solved 
ht hours. Patients awake—without 
,® Lotusate is new to many patients who 


caused by stimuli that are “threats” of one 


ic acid] ) and Caplets, trademarks reg. U.S. Pat. Off. 


> 2 
3 
Bs 
gus 
ai 
83 3 as 
° Ba.d 
Ae 2s 
¢ _ Information from the space capsule will be 
3 which will precisely record environmental con- 
832 6 =| ditions and occupant reaction for study by space 
22 $8 medical researchers at Brooks Air Force Base. 
= 3 Dr. Witten Promotes Kentucky’s First 
5 23 a 28 THROUGH the stimulus of Academy Vice Speaker 
rE Be Carroll L. Witten, Kentucky recently held its 
ds 3 first conference to study athletic injury pre 
435 682 EN F 
The conference, which was held as a part of “ 
the annual coaches’ clinic at the University of d 
Kentucky, had four Louisville physicians par- ms 
ticipating. Dr. Witten, one of the four, served as 


moderator. 

The conference was sponsored by the Ken- v 
tucky State Medical Association, Kentucky High 
School Athletic Association, the Kentucky A¢- a 
visory School Health Conference and the Uni- I 
versity of Kentucky Athletic Association. 

Dr. Witten believes the coach has the primary 
responsibility of having his athletes physically 
fit, and secondly, has the responsibility of in- 
sisting that the athletes wear necessary protec- 
tive padding and equipment. 

Prior to the meeting, Dr. Witten pointed out: 
“If we prevent just one serious injury, then ! 
feel that the conference is worthwhile.” 

The conference topics included prevention and 
recognition of head and brain injuries, musculo- 
skeletal injuries and internal injuries. 
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Medical News in Small Doses: 


Dr. RALPH Cross, Johnson City, Tenn., repre- 
sented the Academy at 2 meeting of the American 
Academy of Ophthalmology and Otolaryngology 
October 11-16 in Chicago. Dr. Cross appeared 
on the program to discuss training in ophthal- 
mology and otolaryngology for general prac- 
titioners. .. . A recent wedding of international 
note united Miss Leslie Fowler Orde, grand- 
daughter of Former Past President John Fowler, 
and Mrs. Fowler, and Mr. Peter Michael Jean 
Baptiste de Manio. The reception was held at the 
Fowler’s home, “The Wishing Ball,’”’ in Barre, 
Mass... . Richard M. Kennedy, executive secre- 
tary of the Honolulu County Medical Society, 
won a seat in the first State House of Representa- 
tives of Hawaii. Kennedy, a Republican, joined 
the medical society in 1953....The U.S. Air 
Force has announced the establishment of an 
Aerospace Medical Center at Brooks Air Force 
Base, San Antonio, Tex. The center will consoli- 
date and serve as headquarters for existing USAF 
medical service facilities in the San Antonio area 
and with the School of Aviation Medical Branch 
in Alabama....In Ohio, Academy Member 
William P. Young has been reappointed a trustee 
of Central State College, Wilberforce, by Gover- 
nor Michael V. DiSalle....On September 1, 
Dr. Edward C. Rosenow, Jr., became executive 
director of the American College of Physicians, 
with headquarters in Philadelphia. Dr. Rosenow 
was formerly executive director of the Los Angeles 
County Medical Association....At a recent 
dinner meeting of the Negligence and Compensa- 
tion Lawyers Association of Oklahoma, AAGP 
President Fount Richardson praised the new 
medicolegal interprofessional code of ethics for 
Oklahoma attorneys and doctors. Dr. Richard- 
son, the guest speaker at the Tulsa meeting, said: 
“Your code is a superb instrument for it is based 
on cooperation, service and the Golden Rule.” 
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Tibetan the lotus 


New somnifacient brings sleep —without lethargy 


An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 


lotus!), Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


this incantation, borrowed from Brahmanized ritual, can help. 


Hospital patients, elderly patients, any patients sleep when you give them Lotusate, the 
new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 


minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 


Wie 


Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring. 


Lotusate (brand of talbuta! [5-ally!-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off, 
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the decorative Jar makes a therapeutic difference 


The FILIBON jar.is a hiidecu and handy reminder for everyday prenatal nutritional 
support. You can be’ sure she will be reminded of her FILIBON-a-day and. that the 
up-to-the-minute formula covers nutritional defenses throughout pregnancy. 


~ FILIBON provides ferrous fumarate, an iron well-tolerated by even the most easily upset 
patients, Each small, dry-filled capsule also includes vitamin K and AUTRINIC® Intrinsic 

- Factor Concentrate that enhances, never inhibits, absorption. For formula see 
Physicians’ Desk Reference, page 688. : N 
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News from the State Chapters 


MORE DEDICATED MEN in the profession were 
called for by Academy President Fount Richard- 
son of Fayetteville, Ark. in his banquet address 
at New Mexico chapter’s Ruidoso Suimmer Clinic. 

President Richardson was joined in his visit 
by Dr. Lewis M. Overton, president of the New 
Mexico State Medical Society. 

A faculty of nine medical authorities pre- 
sented the scientific program. They were: Drs. 
E. K. Neidich, radiologist, Las Cruces, N. M.; 
H. D. Garrett, dermatologist, E] Paso, Tex.; 
Warren Brown, psychiatrist, Albuquerque, N. M.: 
H. F. Ford, psychiatrist, University of Texas, 
Galveston, Tex. and the following from Baylor 
University, Houston, Tex.—Drs. Alfred J. Leiser, 
internist; George Clayton, pediatric endocri- 
nologist; Arthur Glassman, orthopedist; Stanley 
Roger, obstetrician-gynecologist and Abel J. 
Leader, urologist. (See cut.) 

The highly successful four-day meeting (July 
20-23) provided for a scientific session each 
morning with the afternoons free for vacation 
fun. The panel topics for each of the morning 
sessions were: “Steroids Today,” ‘Psychoso- 
matic Medicine,” “Low Back Pain” and “‘Obstet- 
rical Complications.”’ 

Dr. C. Pardue Bunch of Artesia took over as 
president of the New Mexico chapter, succeeding 
Dr. Wendell Peacock of Farmington. Other new 
officers are Dr. U. S. Marshall, president-elect, 
and Dr. Randall W. Briggs, secretary-treasurer. 
(See cut.) Both Drs. Marshall and Briggs are 
from Roswell. 

@ On December 4 and 5 the Puerto Rico chapter 
will hold its annual meeting in Santurce. The 
first day of the session, which will be held in the 
Puerto Rico Medical Association Building, will 
be given over to administrative meetings, old and 
new business, discussions and election of officers. 
On the second day Dr. Calexto Romero, in- 
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Ruidoso Speakers—Four of the nine faculty members who 
presented the highly-successful Ruidoso (New Mexico) Sum- 
mer Clinic are shown with AAGP President Fount Richard- 
son, the banquet speaker. Standing (left to right) are Dr. 
Stanley Rogers, Dr. Abel J. Leader, President Richardson, 
Dr. Arthur Glassman and Dr. E. K. Neidich. 


New Mexico Leaders— New Mevico chapter’s new president, 
Dr. C. Pardue Bunch, is shown with other chapter officials 
from the Land of Enchantment. Left to right, are Dr. Bunch; 
Dr. Jack Redman, chairman of the Committee on Legislation 
and Public Policy; Dr. Randall W. Briggs, secretary-ireas- 
urer; Dr. M. A. Tanny, a director; Dr. J. A. Rivas, a delegate, 
and Dr. Wendell Peacock, immediate past president. The 
new president-elect, Dr. U. S. Marshall, is not shown. 


ternist, will discuss “Treatment of Hypertensive 
Cardiovascular Diseases.”” Dr. Pablo Morales, 
roentgenologist, will speak on “Recognized In- 
juries in Children”’ for the final presentation. Dr. 
Morales will illustrate his speech with x-ray films. 
@ The Radisson Hotel in Minneapolis was the 
setting for Minnesota chapter’s ninth annual fall 
refresher course, held September 22 and 23. 
Following morning registration on the first 
day, clinics and rounds were held at the Univer- 
sity of Minnesota. A session of the state chapter’s 
house of delegates filled the rest of the morning. 
Scientific speakers who appeared on the pro- 
gram, with their topics, included: Dr. Edith 
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Potter, Chicago, “Intrauterine ‘Transmission of 
Infection to the Fetus”; Dr. Herman Kleinman, 
chief of section on chronic diseases, Minnesota 
State Board of Health, “Current Virus Prob- 
lems”; Dr. Ralph Reis, Chicago, “Endocrine 
Therapy in Obstetrics and Gynecology—a Re- 
evaluation,” and Dr. Kathleen Jordan, River- 
side Sanatorium, “Chemotherapy in Tubercu- 
losis.”’ 

Also appearing were: Dr. Raymond Bieter, 
professor and head, Department of Pharmacol- 
ogy, University of Minnesota, ““New Drugs’’; Dr. 
Leonard Lovshin, Cleveland Clinic, Cleveland, 
Ohio, “The Tired Mother Syndrome’’; Dr. Tague 
Chisholm, Minneapolis, “Age of Selection for 
Elective Surgery in Children”; Dr. Malcolm 
McCannel, Minneapolis, “Office Ophthalmology 
and the Busy Practitioner,’ and Dr. William 
Masters, St. Louis, Mo., “Basic Research in 
Female Physiology.” 

A panel on “Cardiac Emergencies” was led by 
Dr. Travis Winsor. Appearing on it were Drs. 
Arthur Kerkhof, Minneapolis, Howard Burchell, 
Rochester, and Milton Hurwitz, St. Paul. 

A key part of the program were 13 round table 
discussions on medical problems which allowed 
the audience to participate. Each of the tables 
was completely filled for the discussions. 
® Arizona has become the latest chapter to make 
its debut with an individual state publication. 

The first edition of the Arizona Newsletter was 
mailed to members on June 15. At the present 
time Dr. Noel G. Smith of Phoenix, chapter 
secretary, is serving as editor. However, it is 
expected that the next year will see a change in 
Arizona’s constitution and by-laws so that the 
Newsletter editor will be elected as such. 
© New dean of Missouri University’s School of 
Medicine in Columbia, Dr. Vernon E. Wilson, 
will be one of the symposium speakers at the 11th 
annual meeting of the Missouri chapter, to be 
held the seventh and eighth of this month at 
Hotel Chase in St. Louis. 


GCP Movember ie 


The scientific program, which is composed of 
a series of symposia, begins on Saturday morning 
and closes Sunday afternoon. Dr. Wilson will 
appear on the Symposium on Medicine and his 
topic will be “Medical Education for General 
Practice.” 

A Symposium on Fractures will be the scien- 
tific program opener. Speakers and their topics 
for this section are: Dr. Earl D. McBride, Okla- 
homa University, Oklahoma City, “Emergency 
Treatment of Fractures” and ““The Management 
of Trauma in Relation to Permanent Disability’”’; 
Dr. Richard E. Lord, St. Louis University, St. 
Louis, Mo., ““‘The Care of Open Fractures,” and 
Dr. H. R. McCarroll, Washington University, 
St. Louis, Mo., “Management of Fractures of 
the Forearm.” 

The second section is a Symposium on Hema- 
tology. Its members and their subjects are: Dr. 
Richard W. Vilter, University of Cincinnati, 
Cincinnati, Ohio, ‘““Patho-Physiology and Treat- 
ment of the Megaloblastic Anemias” and “Some 
Effects of Nutritional and Hematological Dis- 
orders on Cardiovascular Function”; Dr. Wayne 
R. Rundles, Duke University, Durham, N. C., 
“Treatment of Chronic Lymphocytic Leukemia” 
and “Diagnosis and Treatment of Multiple 
Myeloma”; Dr. Edward H. Reinhard, Washing- 
ton University, ‘Idiopathic Thrombocytopenic 
Purpura,” and Dr. R. O. Muether, St. Louis 
University and director of clinical laboratories, 
St. Louis County Hospital, “What Does a Low 
Hemoglobin Mean?” 

Appearing on the Symposium on Medicine are 
these noted authorities, with the following topics: 
Ancel Keys, Ph.D., University of Minnesota 
School of Public Health, St. Paul, “Coronary 
Heart Disease in Different Populations’ and 
“The Diet and Blood Lipids” ; James L. A. Roth, 
University of Pennsylvania, Philadelphia, “The 
Recognition of the Aerophagic Syndromes” and 
“Individualized Selection of Peptic Ulcer Opera- 
tion,” and Dr. C. Thorpe Ray, Missouri Uni- 


313 


e 
. ai 
News 
+ 
# 
+ 
< 
4 
| 
) q 
| 
| 
| 
| 
| 
| 
| 
f 


throat 
irritations 
that 


99 re 
ang 
a ste 
Ho 
Or Gays 
Th 
2 Un 
reliev 
e€lleve 4 
Dr 
Po: 
romptly 
Ho 
: can 
I 
Prompt relief of sore throat, evidence of healing and control § har, 
of infection within hours—this is what physicians report after Fer 
using Bradosol Lozenges. Results of clinical use: good to excel- e7 
lent improvement in 85 per cent of 978 patients.' One investi- fiel 
gator? reported: “Good results, good anesthesia and relief.” 
NONANTIBIOTIC, NONSENSITIZING BRADOSOL FOR: +9 
e minor throat irritations e “strep throat” e pharyngitis ror 
e laryngitis © tonsillitis ¢ oral thrush ¢ other common onl § ‘YP 
infections e postoperative sore throat e prophylactic therapy T 
in tonsillectomies and other surgical procedures of the mouth § “M 
and throat. of 
SUPPLIED: Lozenges, each containing 1.5 mg. Bradosol bromide ff" 
and 2.5 mg. benzocaine; packages of 24 in the handy “Flip-Top Bor.” ff COU! 
REFERENCES: 1. Clinical reports to CIBA. for 
een 2. White, D.: Clinical report to CIBA. witl 
(Remember to t 
bactericidal fungicidal + anesthetic 
A ® Brent 
BRADO 
dud 
Side 
C IBA sumarr. 


314 Volume XX, Numbers GI 


2/2735 
N 
ey 
| 
Vie... 
ant 
i 
% 
4 
| 


FERS 


PS 


versity, ““The Management of Chronic Renal 
Disease.” 
Speakers for the closing Symposium on Ob- 


# setrics are: Dr. C. Paul Hodgkinson, Henry Ford 


Hospital, Detroit, “Fibrinogen-Fibrin Conver- 
son Syndrome” and “Hormone Treatment of 
Threatened Abortion”; Dr. Clyde L. Randall, 
University of Buffalo, Buffalo, N. Y., “Childbirth 
Without Fear of Interference” and ‘‘Placentas 
We Should Know—and Fear’’; Dr. Carl Joseph 
Dreyer, St. Louis University, “Management of 
Postpartum Bleeding,” and Dr. David G. Hall, 
Missouri University, “Prolonged Labor.” Dr. 
Hodgkinson is the president-elect of the Ameri- 
can College of Obstetricians and Gynecologists. 

Panel discussions are scheduled to follow each 
symposium presentation. 

Principal speaker for the president’s installation 

banquet on Saturday evening will be Rabbi 
Ferdinand M. Isserman of St. Louis. 
@ Two “test schools” in Champaign and Spring- 
field have been selected by the Illinois chapter’s 
commission on education as a result of a demand 
from some state members for a more concentrated 
type of postgraduate course. 

The chapter’s annual postgraduate course 
“Medicine for Today” is being given in a total 
of 15 locations throughout the state, but only 
the two “test” locations wil] have a different 
course set-up. In these two, the course is planned 
for “six-hour schools” or a four-day lecture course 
with six lectures given a day. This is compared 
to the other school sites where there are 12 lec- 
ture days with two-hour lectures each day. It is 
hoped that by running the two different systems 
the efficiency and desirability of the more con- 
centrated sessions will be determined. 

Locations where the course is being given in- 
clude Belleville, Champaign, Chicago (North 
Side), Chicago (South Side), Chicago Heights, 
Geneva, Hinsdale, Marion, Moline, Mount Car- 


mel, Oak Park, Ottawa, Rockford, Springfield 
and Waukegan. 
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For members who complete 75 per cent of the 


‘lectures, 30 hours of Category I postgraduate 


study credit will be given. This year the emphasis 
is upon practical therapeutics and practical diag- 
nosis. The four sections covered in the lectures 
will be gynecology, EENT, surgery and thera- 
peuties. 

Lectures for all points except Champaign and 
Springfield began the week of September 21st, 
while the lectures for the test sites are being given 
October 8 and October 22, 1959 and April 7 and 
21, 1960. 

@ With the University of Tennessee, the Ten- 
nessee chapter will sponsor a General Practice 
Seminar Cruise January 15-23 on the Caribbean. 
The eight-day cruise will embark from the port 
of New Orleans with stops at Nassau, Montego 
Bay and Havana. Faculty for the seminar cruise 
are all from the University of Tennessee. They 
are Dr. M. K. Callison, dean of University of 
Tennessee College of Medicine; Dr. Harwell Wil- 
son, Dr. I. Frank Tullis, Dr. L. W. Diggs and 
Dr. James G. Hughes. 

e@ A “Symposium on Antibiotics” was given re- 
cently by the New Jersey chapter at the Hotel 
Essex House in Newark. 

The one-day program, held September 23, fea- 
tured five medical speakers. 

Dr. Bernard Briody, chairman of the Depart- 
ment of Microbiology, Seton Hall University 
College of Medicine and Dentistry, Newark, 
spoke on “The Laboratory and Antibiotics.”” The 
second speaker of the day was Dr. Robert I. 
Wise, Magee professor of medicine and head of 
the Department of Medicine, Jefferson Medical 
College, Philadelphia, whose topic was “The 
Therapy of Staphylococcic Infection.” 

A noon luncheon was held following these two 
presentations for all those attending the scientific 
session. 

In the afternoon, the speakers and their sub- 
jects were: Dr. Harrison F. Wood, medical direc- 
tor, Irvington House, Irvington-on-Hudson, N. 
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Help Steady the Pelvis and Offer Excellent Support 
to the Sacro-iliac Region and Lower Abdomen 


Camp’s new women’s sacro-iliac supports firmly 
encircle the bony pelvis between crests of the 
ilia and trochanter, thus increasing the stability 
of the pelvic girdle and diminishing the rotary 
movements of- the sacro-iliac joints. Both back 
and abdomen receive splendid support. 


This function is effected by a unique, inconspicu- 
ous cable net elastic hook and eye adjustment 
which develops transverse tension on the boned 
front and back brocade panels, to create a ‘circle 
of comfort’ for rest and support. 


Besides offering effective back support, these 
sacro-iliac garments perform the additional func- 
tion of holding the stomach in a position helpful 
in medium severe cases of gastroptosis or 
nephroptosis. They are effective, too, for pa- 
tients requiring support to weakened abdominal 
walls after a major operation. 


Camp trained fitters at your local auth- 
orized Camp dealer will give your 
patients immediate, expert service ac- 
cording to specific prescription. 


S.H. CAMP and COMPANY 


Your patients will be pleased with their appear- 
ance while wearing these supports. The slim, 
trim modern lines modern women want in a 
foundation garment are incorporated in the de- 
sign without sacrificing their medical effective- 
ness. 


These new Camp garments include such features 
as— 


@ a new band of support which works 
with boned front and back panels 

®@ cable knit, strong elastic, side panels 
of mercerized cotton 

@ unique, quick, inconspicuous 
functional adjustment 

®@ thin-design hose supporters 
skirt or semi-groin lengths 
in tea rose or white 
zipper closing 
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Y., “The Chemotherapy and Prophylaxis of 
Rheumatic Fever’; Dr. Louis Weinstein, pro- 
fessor of medicine, Tufts University and medical 
director of the Pratt Diagnostic Clinic-New Eng- 
land Medical Center, Boston, ““The Present Place 
of Sulfonamides in the Treatment and Prevention 
of Infection,” and Dr. Robert C. Austrian, pro- 
fessor of medicine, State University of New York, 
College of Medicine, Brooklyn, N. Y., “Use and 
Abuse of the Broad Spectrum Antibiotics.” 
New Jersey’s next annual meeting will be held 
at the Hotel Traymore in Atlantic City on Janu- 
ary 9, 1960. 
@ Readers of the Arkansas chapter’s Newsletter 
will notice a change in format and style for the 
monthly information sheet. 
Complete with pictures, the first issue with the 
new style was published July 20. Its circulation 
has now grown to 375. Mrs. R. F. Delashmitt, 
the chapter’s executive secretary, is managing 
editor of the Newsletter. 
@ AAGP Past President William Hildebrand, 
Menasha, Wis., was toastmaster at a recent cere- 
mony in which a charter was presented to the 
new Central (Wisconsin) chapter. 
The presentation was made during a luncheon 
at a one-day state-wide medical symposium held 
at the YMCA Community Center in Wisconsin 
Rapids. Comprised of Wood, Portage, Waushara 
and Waupaca counties, the newly-organized 
group becomes the 16th component chapter of 
the Wisconsin chapter. 
Its officers are: Dr. W. A. Gramowski, Stevens 
Point, president; Dr. L. R. Pfeiffer, Nekoosa, 
vice president, and Dr. George Handy, Wiscon- 
sin Rapids, secretary-treasurer. 
The scientific portion of the meeting featured 
staff physicians of the University of Minnesota 
Medical School. 
Preceding the symposium, the state chapter’s 
board of directors held a breakfast at Hotel Mead 
in honor of the members of the new Central 
chapter. 
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On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


14: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on surgery, St. Francis Hospital, 
Trenton, N. J. (6 hrs.) 

"15-23: Tennessee chapter and University of Tennessee, 
general practice seminar cruise to Caribbean, embark 
New Orleans Jan. 15. (20 hrs.) 

"17: Southwestern Ohio Society of General Physicians, 
course on new concepts of metabolic disorders, Hartwell 
Country Club, Cincinnati. (5 hrs.) 

"18-21: University of Kansas, course on the heart: rheu- 
matic and congenital heart disease, University of Kansas 
Medical Center, Kansas City, Kan. (28 hrs.) 

*19-21: Wisconsin chapter, et al., circuit teaching program, 
Viroqua, Waupun and Appleton. (4 hrs. total) 

*20: Seton Hall College of Medicine and Dentistry, course 
on diagnosis, classification and treatment of toxemias of 
pregnancy, Margaret Hague Maternity Hospital, Jersey 
City, N. J. (3 hrs.) 

*20-21: Alabama chapter, annual meeting, Hillman Audi- 
torium, Birmingham. 

*27: Seton Hall College of Medicine and Dentistry, dystocia 
clinic: classification of pelves, discussion of problems of 
anticipated dystocia, Margaret Hague Maternity Hos- 
pital, Jersey City, N. J. (3 hrs.) 

*30: Seton Hall College of Medicine and Dentistry, course 
on calculous diseases of the GU system, Martland Medi- 
cal Center, Newark, N. J. (5 hrs.) 


FEBRUARY 


‘8-10: University of Kansas, course on radiology and radio- 
active isotopes, University of Kansas Medical Center, 
Kansas City, Kan. (21 hrs.) 

‘11: University of Kansas, course on the opthalmoscope: its 
use in medicine, University of Kansas Medical Center, 
Kansas City, Kan. 

‘11: University of Wisconsin, two-day course on laboratory 
diagnosis for general practitioners, Wisconsin Center 
Building, Madison. (14 hrs.) 

‘18: University of Wisconsin, course on therapeutics, Wis- 

; consin Center Building, Madison. (7 hrs.) 

20: Seton Hall College of Medicine and Dentistry, course 
on pediatric urologic problems, Martland Medical Cen- 
ter, Newark, N. J. (5 hrs.) 
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*22-26: University of Kansas, course on hematology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(85 hrs.) 

*24-25: University of Buffalo, course on obstetrics, Buffalo, 
N. Y. 

*24-25: Indiana chapter, annual meeting, Scottish Rite 
Auditorium and Van Orman Hotel, Ft. Wayne. 


*26-28: Pennsylvania chapter, seminar on hypnosis, Shera- 


ton Hotel, Philadelphia. (11 hrs.) 


MARCH 


*2-3: University of Buffalo, course on arthritis, Buffalo, N. Y. 

*7-9: University of Kansas, course on pediatrics, University 
of Kansas Medical Center, Kansas City, Kan. (21 hrs.) 

*9-10: University of Buffalo, course on psychiatric problems 
in general practice, Buffalo, N. Y. 

*10: University of Wisconsin, two and one-half-day course 
on neurology, Madison. (17 hrs.) 

*17-19: Tufts University, course on peiitainten, Boston. 
(12 hrs.) 

*19-27: Hahnemann Medical College and Hospital, post- 
graduate seminar, Intercontinental Hotel, San Juan, 
Puerto Rico. (14 hrs.) 

*21-23: New York University-Bellevue Medical Center, 
full-time refresher course in allergic conditions, New 
York City. (21 hrs.) 

*21-24: American Academy of Genera! Practice, 12th An- 
nual Scientific Assembly, Convention Haii, Philadelphia. 
(14 hrs.) 

*21-25: University of Kansas, medical-surgical subspecial- 
ties symposia, University of Kansas Medical Center, 
Kansas City, Kan. (85 hrs.) 

*23: Seton Hall College of Medicine and Dentistry, one-day 
postgraduate seminar on endocrine and liver dysfunc- 
tions, Elizabeth General Hospital, Elizabeth, N. J. (8 
hrs.) 

*23-24: University of Buffalo, course on evaluation of the 
newer drugs, Buffalo, N. Y. 

*26: Seton Hall College of Medicine and Dentistry, one-day 
seminar on anesthesiology, Cherry Hill, Dover Town- 
ship, N. J. (6 hrs.) 


APRIL 


*4-6: University of Kansas, course on ophthalmology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(17 hrs.) 

*6-8: University of Kansas, course on otolaryngology, Uni- 
versity of Kansas Medical Center, Kansas City, Kan. 
(17 hrs.) 

*7: University of Wisconsin, two and one-half-day course on 
pediatric endocrinology, Madison. (171% hrs.) 
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Assembly News 


Horace W. Eshbach, M.D. 
One of the Academy's fine 
young leaders, Dr. Eshbach, 
will be moderator for the 
opening panel on “‘The Doc- 
tor, His Wife and the Pa- 
tient.” 


Opening Day Topics: The Doctor’s Problems and His Elder Patients 


Scientific Assembly Program Opener to Be March 21, 1960 in Philadelphia 


SOMEONE has written that the most consistent 
thing in life is change. In the same vein, the one 
thing one can count on about the Academy’s 
Scientific Assembly programs (aside from their 
consistent high caliber) is that no two of them 
are ever alike. Such is unquestionably the case 
with the forthcoming Assembly in Philadelphia 
next March. 

An outstanding example is the initial presenta- 
tion on Monday morning March 21, when—for 
the first time anywhere—five people propose to 
examine the relationships and problems of ““The 
Doctor, His Wife and the Patient.” In addition 
to the moderator, who is an Academy member, 
the panel will consist of a doctor’s wife, a minis- 
ter, a journalist who is also an authority on pub- 
lic relations and a second physician who holds a 
degree in law as well. 

Moderating this unique group will be one of the 
Academy’s most outstanding younger leaders— 
Dr. Horace W. Eshbach of Drexel Hill, Pa. Here 
is a life-long Pennsylvanian (born in Harrisburg) 
= who received his undergraduate and medical de- 
grees at the University of Pennsylvania. He 


me served two years as a captain with the 126th 


a General Hospital in the South Pacific during 
= World War II. 


This year marks two tenth anniversaries for 


fee) Dr. Eshbach. In 1949 he began teaching at his 


medical Alma Mater, where he is instructor of 
= medicine, and in the same year he joined the 
Academy. For eight years he was secretary-treas- 
purer of the Pennsylvania chapter, served on the 
= AAGP Insurance Committee for three years, was 
®* chapter delegate from 1954 until he became 
pvice speaker in 1957—a post he held three suc- 
Eccssive years. 
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Possibly his most significant contribution to 
Academy objectives has been his five years of 
outstanding service with the important Com- 
mission on Education. 

Any discussion of the inter-related roles of doc- 


Panel To Dissect Doctor-Patient Relationship—Each of 
these four panelists understand a different facet of a doctor’s 
relationship wiih his potient. The public relations, wifely, 
legal and moral aspects will be discussed by Woodrow Wirsig 
(upper left), Mrs. James Perkins (upper right), Dr. Frank- 
lin J. Evans (lower left) and The Rev. Sheldon E. Mackey 
(lower right). 
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Assembly News 


tor and wife would be incomplete without the 
voice of a representative of the distaff side. Such 
a representative was quickly found in Mrs. James 
M. Perkins of Denver, Colo.—not because her 
husband is a member of the Board of the Ac- 
ademy, but because Juanita Perkins is a woman 
of many talents, with an impressive record of 
community service and a long, varied experience 
in the vagaries of life with a physician. 

As a new bride after graduating with honors at 
Missouri, Mrs. Perkins taught at Washington 
University while her husband completed his medi- 
cal course at St. Louis University. This role was 
repeated at Nebraska University while he interned 
at Denver. From 1937 to 1946 she lectured at 
Denver University, where she received a Masters 
in 1947. 

Her community services have been legion, in- 
cluding the Denver Welfare Council (vice presi- 
dent and executive board), Community Chest, 
Denver Symphony, St. Luke’s Auxiliary, DAR, 
and the Society for Children of the American 
Revolution. She has also given extensive service 
to the Department of Christian Social Relations 
of the Episcopal Church, Colorado Diocese and 
St. Francis Boys’ Home. 

Her evaluation of the doctor-wife-patient “‘tri- 
angle”’ will be most enlightening. 

The second panelist is the Rev. Sheldon E. 
Mackey, D.D., LL.D., of Glenside, Pa., who is 
secretary of the Evangelical and Reformed 
Church. Born in Bethlehem, Pa., and graduated 
from Moravian College and Lancaster Seminary, 
Dr. Mackey served pastorates in Orwigsburg, 
Reading and Sunbury, Pa., before his selection 
for administrative responsibilities in the national 
organization. 

He is also cosecretary of the United Church 
of Christ and for several years served, on the 
faculty of the Reading Interdenominational 
School of Leadership Training. Dr. Mackey has 
long been a proponent of close liaison between 
physician and clergyman “‘to the end that the 
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patient might be brought to wholeness (health) 
of mind, body and spirit.” 

Turning to the field of business and journalism 
for the third discussant, the committee selected 
Woodrow Wirsig, editor of Printers’ Ink, the 
weekly news magazine of advertising and mar- 
keting. Mr. Wirsig brings to the panel delibera- 
tions a comprehension of home and family prob- 
lems, based on years of experience as editor of 
Woman’s Home Companion, Look and Ladies 
Home Journal, and as a writer for Saturday Even- 
ing Post, Coronet and Today’s Woman. 

Other fields of communication experience have 
included radio, television and newspapers. He 
won the Benjamin Franklin Gold Medal Award 
in 1956. in addition to his Printers’ Ink post, 
Mr. Wirsig is editorial consultant to Educational 
Testing Service, Princeton, N. J. 

The last of this unusual quartet is a physician 
(with membership in AAGP) and a lawyer, as 
well. Actually, we should probably list “‘lawyer’’ 
first, as Dr. Franklin J. Evans graduated from 
N.Y.U. School of Law in 1931 and from the 
medical college of the same institution ten years 
later. The latter degree came just in time for 
three years in the Army Medical Corps—two of 
them overseas as a captain. 

Dr. Evans is clinical professor of legal medicine 
at Miami University School of Medicine and 
initiated the course in medical jurisprudence in 
the law school of the same institution. He is on 
the staff of all the major Greater Miami hospitals, 
and his list of society memberships (in addition 
to the Academy) includes the Southern Medical 
Association and the American Academy of For- 
ensic Sciences. He is also president-elect of Dade 
County Medical Association and special assistant 
state attorney in the same county. 

The purpose of this panel will be to dissect the 
relationships of physician with patient, beyond 
the basic concepts of diagnosis and therapy, and 
the variable role which the doctor’s wife may (or 
should not) play in these relationships. 
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New revitalizing tonic 
brightens 
the second halt of life! | 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function —RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 


and hormones acts to renew vitality, re-establish hormonal 
and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement ...”! “Patients reported an increase in 
alertness, vitality and sense of well being.” 


PRESCRIBE RITONIC 


for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 
Ritalin® hydrochloride 
methyltestosterone 
ethinyl estradiol 
thiamin (vitamin 
riboflavin (vitamin B:) 
pyridoxin (vitamin Bs) 
vitamin activity 
nicotinamide 
dicalcium phosphate 


SERPASIL 


(reserpine CIBA) 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 


Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 


2. Bachrach, S.: To be published. 
RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 
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Assembly News 


Obviously, Mrs. Perkins will approach these 
problems from the viewpoint of inevitable con- 
tacts with the husband’s practice, in and out of 
the office, and will also discuss the role of the 
doctor’s wife in the community. 

Reverend Mackey will evaluate the moral re- 
sponsibilities of both physician and wife toward 
both patient and profession—and will undoubt- 
edly add a few words on the mutual advantage of 
better rapport between religion and medicine. 

Mr. Wirsig will concern himself with the public 
relations aspects of the topic, suggesting the im- 
portance of good communication between pa- 
tient and doctor, and emphasizing that every 
contact of the doctor’s wife with patient or public 
has a good or bad public relations effect on his 
professional life. 

Finally, Dr. Evans will review the legal impli- 


cations of “privileged communication,” with 
some basic rules for protection of the doctor and 
his wife in their handling of shared professional 
information. 

This portends to be one of the most interesting 
presentations of the en- 
tire four-day program. 


PROBLEMS OF THE 
SENIOR PATIENT 


The last hour on Mon- 
day is to be devoted to 
problems of geriatrics— 
a phase of health care 
that progressively looms 
larger in the family doc- 
tor’s horizon. The first 
of the two papers will 


Beck is also clinical professor of surgery at 
Hahnemann Medical College and visiting lectur- 
er in surgery at the University of Pennsyivania. 

A graduate of Northwestern, he spent three 
years of further surgical study under Dr. Schmie- 
den at Frankfurt, Germany, in the mid-30’s, then 
served as a colonel during World War II, as chief 
of surgical service in various European Theater 
hospitals. His numerous association memberships 
include Societe Internationale de Chirurgie, the 
Royal Society of Medicine, the American Feder- 
ation for Clinical Research and the Research 
Society of America. 

Dr. Beck has suggested that his approach to 
the subject will not be limited to the mechanics 
of surgical techniques, but will also include some 
exploration into the philosophy involved in man- 
agement of surgical procedures. He advances an 
opinion that in certain areas of geriatric service 
the general practitioner does not make sufficient 
use of the surgeon. Conversely, he suggests that 
too often the surgeon views the older patients in 
a light which does not afford them possibilities 

for the enjoyment of 
life. 


“‘WORN OUT 
OR JUST TIRED?” 


The title of the day’s 
finai presentation asks 
the thought-provoking 
question: ‘Worn Out or 
Just Tired?”’ The speak- 
er: Dr. Edward L. 
Bortz, chief of medical 
service, Lankenau Hos- 


cover “Surgery in the 
Second Half-Century,” 
with Dr. William C. 
Beck, chief of the Sec- 
tion on General Surgery 
at Robert Packer Hos- 
vital, Sayre, Pa. Dr. 
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William C. Beck, M.D. 
His presentation will in- 
clude not only the mechan- 
ics of surgical techniques 
on oldsters, but also the 
philosophy involved in 
management of such pro- 
cedures. 


Edward L. Bortz, M.D. 
He will point out that an 
old person’s complaints 
may be the result of one or 
more causes—organic dis- 
order, malnutrition, emo- 
tional shock or merely bore- 
dom. 


pital, Philadelphia. He 
is also assistant editor 
of The Cyclopedia of 
Medicine, Surgery and 
Specialties. 

Dr. Bortz has the dis- 
tinction of havingserved 
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the addition of the decongestant 
makes for better cough control 


Each 5 ml. tsp. of TRIAMINICOL provides: 
Triaminic® 
(phenylpropanolamine HCl 
pheniramine maleate 
pyrilamine maleate 
Dormethan (brand of dextromethorphan 
HBr) 15 mg. 
Ammonium chloride . 90 mg. 


In a pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 


Dosage: Adults — 2 tsp. 3 or 4 times a day; 
children 6 to 12—1 tsp. 3 or 4 times a day; 
children under 6 — dosage in proportion. 


by decongesting 
the cough area 


while controlling 
the cough reflex 


TRIAMINICOL provides more complete 
cough control, than regular “cough syrups” 
because it contains Triaminic,!:?;* the lead- 
ing oral nasal decongestant. This decongests 
the mucous membranes of the respiratory 
tract, reducing swelling and sensitivity, and 
controlling irritating postnasal drip, a com- 
mon cough stimulus. 


TRIAMINICOL also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without the draw- 
backs of codeine.* Liquefaction and expul- 
sion of exudates is aided by the classic 
expectorant action of ammonium chloride. 
References: 1. Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 
1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


4. Bickerman, H. A.: in Drugs of Choice, Mosby, St. Louis, 
1958, p. 547. 


Triaminicol 


syrup 


SMITH-DORSEY : a division of The Wander Company « Lincoln, Nebraska 
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in both World Wars—in the first as an Army Air 
Corps pilot, and in the second as a Navy Medical 
Corps captain. He was with the marines at Iwo 
Jima and in the Nagasaki atomic bomb area after 
the Japanese surrender. 

The author of Diabetes Control, he has also 
written extensively in the fields of nutrition, 
metabolism and geriatrics. A former AMA presi- 
dent (1947-48) and a founding member of World 
Medical Association, he has been accorded honor- 
ary status by the medical societies of Argentina, 
Mexico and South Africa. 

Dr. Bortz points out that the “tired old man” 
comes to his doctor with a variety of complaints 
that add up to fatigue. Underlying causes may be 
organic disorder, anemia or malnutrition, emo- 
tional shock or merely boredom from lack of a 
sustaining motive in his retirement. Differential All the splendid features of the popular 
diagnosis is often difficult, between irreversible double- jacketed FL-2 
tissue deterioration as the result of aging itself, = 
and the physiologic and psychologic abnormali- 
ties that may be subject to correction. 

Only a careful history and detailed examina- 
tion may disclose the possible nutritional defi- 
ciency, the subtle tumor growth, the early circu- 
latory inadequacy, or simply the weakened will 
to live that are the key to the patient’s dilemma. 
The growing preponderance of older individuals 
among your patients makes essential your en- i % 
couragement of regimens of diet, exercise, rest To fore co 
and recreation, to insure a healthier, happier set timer for length of cycle. When extant light —- 
and more meaningful future for these older citizens. indicates conclusion of the cycle, turn control 
knob to EXHAUST, unload chamber. Complete 
operation is ‘simplicity in the 


ASIDE from the tremendous scientific program which 
ts being prepared for the Assembly next March, 
there are many other reasons why physicians and 
their families will want to visit Philadelphia. Re- 
juvenated Philadelphia offers a fine combination of 
old and new. See the following pages for some re- 
minders of its historical interest. 
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Independence Hall houses the Liberty Bell which proclaimed 
the Declaration of Independence. 


This chamber in Independence Hall was the scene of the 
signing of the Declaration of Independence. 


“g 


The Nation’s Birthplace 


FOR ALMOST a pm century Philadelphia was 
the nation’s capital ¢ity, Here the First Conti- 
nental Congress gathered im 1774, Bere the Decla- pre 
ration of Independence was framed on July 4, an 


sit 


1776 and here itt 1787 the Con became §f Sal 
the supreme law of the land. ( 
The birthplace of American liberty still main- gre 
tains its historic sites. 17 
Foremost is Independence Hall, located on gul 
Chestnut between Fifth and Sixth streets. In it J 


is housed the famed and cracked Liberty Bell. §. Ca 
Plagued from the time of its arrival from England Co 


in 1752, the bell cracked when it was first tested. ! 
After it was recast the bell called assemblies and Cit 
courts to session for many years. loc; 


Its most historic pealing came on July 4, 1776 177 
to proclaim the adoption of the Declaration of § clo: 
Independence. When it tolled for Justice John \ 
Marshall’s death in 1835, it cracked again. Bet 

In Independence Hall the patriots representing § Gle 
the 18 colonies gathered to sign Thomas Jeffer- § the 
son’s masterpiece—the Declaration of Independ- one 
ence, realizing full well that such action put their 
lives in jeopardy. Mindful of the consequences, 
Benjamin Franklin warned: ‘‘We must all hang 
together, or assuredly we shall all hang sepa- 
rately.” 

Independence Hall, which was also to be the 


Carpenters’ Hall was the meeting place of the First Continental 
Congress in the American colonies. 
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site of the signing of the Constitution of the 
United States, was built as a state house for the 
province of Pennsylvania in 1732 on the 50th 
anniversary of William Penn’s landing. That 
same year George Washington was born. 

One of the Independence Hall buildings, Con- 
gress Hall, served as the national capitol from 
1790 to 1800. Here George Washington was inau- 
gurated for his second term as President. 

At another Chestnut Street address is located 

. Carpenters’ Hall where the First Continental 
Congress convened in 1774. 

America’s foremost hotel of the period, the 
City Tavern, which is no longer in existence was 
located near Carpenters’ Hall. It was here in 
1775 that Paul Revere arrived with news of the 
closing of the Boston port by the British. 

With the revolutionary war under way in 1776, 
Betsy Ross was commissioned to make “Old 
Glory.” The Stars and Stripes was by no means 
the first American flag, but it became the official 
one by order of the Continental Congress on 
June 14, 1777. 

Under direction from General Washington, 
Colonel George Ross and Robert Morris, ‘‘Finan- 
cier of the American Revolution,” history claims 
that Mrs. Ross made the flag at her home which 
still stands at 289 Arch Street. 


Chew House was the site of the Battle of Germantown in 1777 
during the Revolutionary War. 
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A memorial arch marks the entrance to Valley Forge, immor- 
talized winter quarters of the Continental Army. 


Carrying the Stars and Stripes, Washington 
and his Continental Army encamped during the 
bitter winter of 1777-1778 in nearby Valley Forge. 

After winning its independence, the young 
nation was bound together by the Articles of 
Confederation which was little more than a league 
of friendship among the states. 

In the spring of 1787 a Constitutional Con- 
vention was assembled in Independence Hall. 
Among the 55 delegates to that convention were 
some of the ablest men of the day, among them 


James Madison, sometimes called the Father of 


the Constitution; Benjamin Franklin, Alexander 
Hamilton and Robert Morris. 

By a unanimous vote Washington was elected 
president and he presided at the stormy constitu- 
tional sessions. 

On April 30, 1789 in New York City, Wash- 
ington was inaugurated first President of the 
United States. Two terms later he was succeeded 
by President John Adams. Well before inaugural 
time for the third President, Mr. Thomas Jeffer- 
son, the White House and the Capitol had been 
erected and the seat of government moved to 
Washington. 


(Next month: Benjamin Franklin’s Role) 
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PHILADELPHIA, PENNSYLVANIA, MARCH 1 196 
Make Your REMEMBER: 
e e Room assignments will be made in order 
Hotel Reservation Early! received. 
ousing Bureau, Penn Square - 
ALTHOUGH there is a large number of hotels ing, Juniper & Filbert Sts., Philsdelptia 1, 
in Philadelphia and a maximum of their rooms Pennsylvania. 

e Only a few rooms available at the Bellevue- 
wil be aveliahle Stratford in addition to those set aside for 
years’ attendance indicates all rooms will be delegates and speakers. Delegates must make 
assigned by February 1, 1960. Make Your Re- their own reservations although a block of 

4 rooms is reserved for them. A special form 
servation . . . Now! But if you are unable to will be sent delegates of record. 
attend, cancel early so another member may to — departure 
ane e; names occupants of room. 
have an opps hy to attend. e CANCEL EARLY if you cannot attend so 
another member may obtain a room. 
USE THE e Academy Headquarters for the Scientific As- 
CONVENIENT sembly will be at the Convention Hall. Scien- 
HOTEL tific sessions open at 1:00 p.m., Monday, 
RESERVATION March 21. 
FORM ON THE e The Congress of Delegates convenes at 2:00 
NEXT PAGE! p.m., Saturday, March 19. 

s Delegates’ registration at the hotel Saturday 
morning, March 19. Advance registration for 
members at the hotel on Saturday afternoon, 
March 19, and Sunday, March 20; also at the 

Convention Hall on Sunday, March 20. Start- 
’ ing Monday morning, March 21, all registra- 
tion at the Convention Hall. 
i 
MAP SHOWING KEY i 
1. Adelphia 6. Penn Sherwood 
’ 2 Barclay 7. Sheraton ARCH 
3. Bellevue-Stratford 8. Sylvania PENNSYLVANIA] | BOULEVARD 
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5. Drake 1 
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plication for 
using Accommodations 


YOUR CONVENIENCE in making hotel reserva- 
« for the coming meeting of The American 


niemy of General Practice on March 19-24, 1960, 


Philadelphia, hotels and their rates are listed. 
the form at the bottom of this page, indicating 
u first. second and third choice. Because of the 
d number of single rooms available, you will 
id a much better chance of securing accommo- 
ins at the hotel of your choice if you request 
ms to be occupied by two or more persons. All 
vations must be cleared through the housing 
cau. All requests for reservations must give 
nite date and hour of arrival as well as definite 
and approximate hour of departure. Names 
addresses of all persons who will occupy rooms 
ested MUST be included. 


P Housing Bureau 
n Square Building, Juniper and Filbert Streets 
adelphia 7, Pennsylvania 


HOTEL ROOM RATES 


2 


Single Double Twin Suite 
Adelphia $ 7.00 $12.00 $13.00-$15.00 $30.00 
18th and Chestnut 
Barclay $15.00-$21.00 $380.00-$36.00 
18th & Rittenhouse Sq. 1 Bedroom 
$48.00-$60.00 
2 Bedrooms 
Bellevue-Stratford $ 9.50-$13.50 $14.00-$17.00 $15.00-$18.00 $25.00-$55.00 
Broad & Walnut Combination 
Headquarters Hotel (Limited number of 2 Tw. 
rooms available for general assignment.) aaa 


in Franklin 


Benjam 
9th & Chestnut 


Drake 

1512 Spruce Street 
Penn Sherwood 
839th and Chestnut 


Sheraton 
17th & Pennsylvania . 


Sylvania 


Locust off Broad 


Warwick 
17th and Locust 


$ 8.50-$11.50 $12.00-$15.00 $15.00-$17.00 $32.00-$35.00 
Combination 


2 Tw. B. R. 
Connt'g Bath 
$30.00 
$10.00-$12.00 $12.00-$14.00 $14.00-$18.00 $24.00-$28.00 
$ 7.50-$ 8.50 $10.50-$11.50 $11.50-$14.00 $19.50 
$ 9.85-$13.50 $15.00 $15.50-$17.50 $34.00-$45.00 
$ 9.00-$ 9.50 $13.00-$15.00 $27.00 
$12.50-$14.50 $16.00-$20.00 $28.00-$38.00 


The above quoted rates are existing rates, but are, of course, subject to any change which may 


be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1960 


Please reserve the following accommodations 
for the AAGP Tweifth Annual Scientific Assembly 
on March 19-24, 1960 in Philadelphia. 


le Room Double Bedded Room Twin Bedded Room 
om Suite Other Type of Room Rate: From $ to $ 
tt Choice Hotel Second Choice Hotel Third Choice Hotel 
iving at Hotel (date) Hour AM. P.M. 
ing (date) Hovr A.M. P.M. 


= NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double 
or twin bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will 


by the rooms asked for: 


vidual Requesting Reservations) 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau 
will make as good a reservation as possible else- 
where providing that all hotel rooms available 
have not already been taken. 
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in the Treatment of Rheumatic Disorders 
Greater stability of maintenance dosage 
minimizes risks of hormonal imbalance 


In Sterazolidin, the anti-inflammatory actions of prednisone and Butazolidin* 
are combined to permit lower effective dosage of each. Clinical experience 
has indicated that patients can be well maintained on this combination over 
prolonged periods with relatively low, stable dosage levels of each component, 
thus minimizing the problems arising from excessively high doses of corti- 
costeroids. Other side effects have also been gratifyingly few. Antacid and 
spasmolytic components are contained in Sterazolidin capsules for the benefit 
of patients with gastric sensitivity. 


Sterazolidin®: Each capsule contains prednisone 1.25 mg.; phenylbutazone 
50 mg.; dried aluminum hydroxide gel 100 mg.; magnesium trisilicate 150 mg.; 
homatropine methylbromide 1.25 mg. 


Detailed information available on request. 
*Gelgy’s trademark for phenylbutazone—Reg. U. S. Pat. Off. 
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WARNING SIGNALS are up during the congres- 
sional recess. Look for a strong drive to win 
approval of the Social Security health bill next 


year. 

The U.S. Chamber of Commerce has alerted 
the business and professional community that 
“there will be a powerful attempt” to enact the 
Forand bill at the coming session. Such action, 
the chamber declared, ‘‘would be a major break- 
through into the welfare state.” 

Two major congressional foes of the legislation 
sounded the same theme. They were Representa- 
tives Richard M. Simpson (R-Pa.), top Re- 
publican on the House Ways and Means Com- 
mittee that has jurisdiction over the measure, 
and Thomas B. Curtis (R-Mo.), also a member 
of the influentia] committee. 

In a statement in the Congressional Record, 
Representative Curtis cautioned that unless a 
strong counter-offensive is launched, “I regret- 
fully predict that legislation . . . along these lines 
will probably be enacted at the next session of 
Congress.” 

The disputed bill, sponsored by second-ranking 
Ways and Means Committee Democrat Aime 
Forand (R.I.), would finance medical and hospital 
care for Social Security beneficiaries by raising 
Social Security taxes. Hearings were held on the 
measure last summer, but the committee shelved 
the bill—at least temporarily. 

At the week-long session, the Administration, 
the American Medical Association, state medical 
societies and numerous allied organizations told 
the committee that the Forand bill would repre- 
sent an irrevocable step toward government con- 
trol of medicine. 

Representative Simpson, in a statement also 
placed in the Congressional Record, urged physi- 
Clans to take an active part in politics if they 
wish to head off the controversial legislation. 
Present-day conditions, he said, “demand that 
the medical practitioner be knowledgeable on 
political eonsiderations. Such factors as the num- 
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erous social programs being advocated which 
affect the practice of medicine, the increasing 
importance of the economics of medicine, the 
30-year trend toward greater reliance on govern- 
ment paternalism in solving human problems, 
and the expansion of governmental research and 
health regulatory activities make it imperative 
that every doctor keep informed on legislative 
issues before the Congress.” 

Simpson said it is important that those who 
oppose the Forand bill ‘develop appropriate 
alternatives. 

“It will, of course, be my purpose next year 
to continue my endeavors in cooperation with 
the medical profession to guard our citizens and 
the nation against the disastrous consequences of 
compulsory national health insurance.” 

The Chamber of Commerce, in its weekly re- 
port to members, said that if the bill is passed, 
pressures for extending the program to cover 
everyone regardless of age ‘‘cannot long be with- 
stood. 

“The problems of the aging are community 
problems, and, to a large extent, businessmen’s 
problems because of their economic, as well as 
social and political implications,” the report 
stated. “If solutions do not come from the com- 
munities they will surely be imposed from Wash- 
ington.” 

The chamber and other opponents of the 
legislation. have pointed out that great strides 
are being made in private health insurance cover- 
age for the elderly, and that the social security, 
compulsory approach would destroy the volun- 
tary progress. 

Further opposition to the bill came from a task 
force of the Republican National Committee. A 
report, one of a series setting forth party goals 
on all issues, asserted that “‘such a law would 
represent an irreversible decision to abandon 
voluntary insurance for the aged in the hospital 
field, and would probably mark the beginning of 
the end of voluntary insurance for the aged in 
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Vistaril is effective in ventricular extrasystoles and paroxysmal at { 
tachycardias (both auricular and ventricular). can 
plus shiy 
PSYCHOTHERAPEUTIC POTENCY 1 
proven calming action indicated for arrhythmia patients. 1 
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THE OUTSTANDING SAFETY 2 
of Vistaril as compared to other antiarrhythmic drugs in general tion 
use has been noted by investigators. of o 
THE FOLLOWING DOSAGE REGIMEN IS RECOMMENDED 3 
(individualized by the physician for maximum effectiveness) : | 
PARENTERAL DOSAGE: 50-100 mg. (2-4 cc.) 1.M. stat., and cou! 
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the health field generally. 

“Private insuring organizations and medical 
associations are in the process of developing 
medical and health insurance programs which 
will meet the demands and fit the pocketbooks 
of people over 65. Ultimately it should be possible 
for an individual to purchase, through payments 
in advance of retirement, insurance against the 
concern that postretirement illness might wipe 
out a lifetime’s savings.”’ 

Meanwhile, the AFL-CIO, foremost advocate 
of the measure, again called for passage next 
session. Labor officials urged a special Senate 
subcommittee on aging at hearings across the 
nation to endorse the Forand proposal. 

The National Republican Committee task 
force on “Human Rights and Needs” that re- 
jected the Forand bill as “unsound,” proposed 
at the same time a broad health program to be 
carried out by the federal government in partner- 
ship with state and local governments. 

The five-point program called for: 

1. Short-term federal aid for construction of 
medical school buildings. 

2. Changes in the present hospital construc- 
tion program to encourage renovation and repair 
of outmoded hospitals. 

3. Federal guarantees of mortgages to en- 
courage construction of private nursing homes 
on a basis assuring high standards of construc- 
tion and operation. 

4. Encouragement of construction of diag- 
nostic and outpatient facilities in rural areas and 
the building of mental health clinics and 

5. Federal aid to cities “in more effective plan- 
ning and coordination of health services.”’ 

The task force, headed by HEW Under Secre- 
tary Bertha S. Adkins, proposed that the capac- 
ity of medical schools be enlarged so that 3,000 
more physicians could be graduated each year. 
It predicted spending of $1 billion annually by 
1965, equally divided between federal and non- 
federal sources. 
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Other Washington Developments: 


FOOD AND DRUG 


A management consulting firm recommended 
that the Food and Drug Administration be given 
more manpower to strengthen its inspection, 
testing and regulatory activities. 

The consulting firm, McKinsey & Co., Inc., 
reported that FDA is effectively organized to 
carry out its responsibilities but recommended 
changes in staffing and program planning, as 
well as more manpower. 

Arthur S. Flemming, Secretary of Health, 
Education and Welfare, expressed gratification 
that the consultants found the agency organized 
“to carry out its important role in protecting 
the health of the American people from adulter- 
ated and misbranded foods and drugs.” 


INFLUENZA VACCINATION 


Dr. Leroy E. Burney, surgeon general of the 
Public Health Service, has recommended vac- 
cination against influenza as ‘‘a prudent meas- 
ure’”’ for some persons. 

Surgeon General Burney said there undoubt- 
edly would be localized outbreaks of the disease 
during the next several months. 

He listed among the groups ailing persons for 
whom influenza would represent a particularly 
dangerous added health risk. These would include 
pregnant women, chronically-ill persons over age 
55 and individuals with cardiovascular or pul- 
monary conditions. 

Dr. Burney said that vaccination also would 
be prudent for persons responsible for the care 
of the sick and for providing essential public 
services, 2° well as employees in industries and 
commerci..' enterprises trying to keep the em- 
ployee absenteeism rate down. 

The Surgeon General said that the predomi- 
nant type of influenza this fall and winter proba- 
bly would be the A-2, or Asian strain. Influenza- 
B was the major form last season. 
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acceptable 


e viscolized at 3,000 pounds pressure to assure uni- 
formity and stability, Trip-sul suspension is a pourable, 
palatable, pleasant tasting triple-sulfa of wide choice 
—buffered with sodium citrate to eliminate crystal 
formation in the kidneys. 


Sulfacetamide, too! 


TRIP-SUL SUSPENSION TRIP-SUL TABLETS 


Each fluid ounce (30 cc.) contains: Each pink tablet contains— 
Sulfadiazine : Sulfacetamide U.S.P. .... 166.7 mg 
Sulfamerazine Sulfadiazine U.S.P. ...... 166.7 mg 


Sulfacetamide Sulfamerazine U.S.P. .... 166.7 mg 
Sodium Citrate Packaged: 100 and 1000 


(Equivalent in buffering power of 40 grs 
sodium bicarbonate) 


Packaged: Pints and Gallons 


Carrtone Laboratories, Inc. 
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